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INTRODUCTION TO THE PORTFOLIO
The Psych.D. Clinical Psychology portfolios are divided into three 
sections: the academic, clinical and research dossiers. It documents 
the range and depth of work, suitable for public viewing, which has 
been conducted during the three years of training on the doctoral 
course. The portfolio therefore gives the reader a sense of the 
experiences and development of the author as a Clinical 
Psychologist, within multiple contexts: clinically on placement, in 
trainee clinical psychologist groups and as a researcher. Material 
which is of a confidential or personal nature is not presented here but 
stored electronically at the University of Surrey and destroyed after 
three years.
The academic dossier consists of three assignments: a literature 
review in an area of adult mental health, an essay on professional 
issues and two reflective pieces on group developmental learning 
tasks. The clinical dossier provides an overview of the supervised 
clinical placements undertaken throughout training. It also shows 
anonymised summaries of five clinical case reports, which highlight 
the varied approaches to assessment and intervention over the 
course of training.
The main body of the research dossier consists of a service-related 
audit completed in an adult mental health setting and the major 
research project or thesis. This section also contains a log of 
research activity and an abstract of an original qualitative research 
project completed during a group assignment.
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ACADEMIC DOSSIER
This section opens with a literature review on a subject pertinent to 
diversity and adult mental health: the role of gender and social 
factors in the increased risk of psychosis in people who emigrate 
from one country to another. I then present an organisational and 
professional issues essay reflecting on the roles and functions of 
Clinical Psychologists in the Increasing Access to Psychological 
Therapies (lAPT) initiative; and the potential benefits and challenges 
of this initiative to the professional as a whole.
Two Problem-Based Learning (PBL) accounts are then presented, 
which document the approach of our trainee Personal and 
Professional Learning and Discussion Group (PPLDG) to a specific 
task. The first PBL task was based on the theme of “Relationship to 
Change.” The second describes our group process and learning 
around complex systemic issues in a case study. The presenting 
problems in the case are around the subject of learning disabilities, 
parental capacity, safeguarding and childhood attachment.
This section closes with two summaries which reflect on my personal 
and professional learning in our PPLDG. Some themes include the 
roles and positions I adopted in the group, my contribution to the 
learning of the group and its contribution to my learning. Group 
dynamics and the search for group purpose are topics which are also 
explored.
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1. ABSTRACT
INTRODUCTION: Compelling worldwide research shows a threefold 
risk of psychosis in people who migrate (Cantor-Graae & Selten, 
2005) without increased psychosis in their homeland (Jablensky et 
al., 1992). The even greater risk of psychosis in the second- 
generation indicates that social factors inherent in being a minority 
contribute. Despite the evidence that gender is a determinant of the 
course and outcome of psychosis, no review has focused on the 
interaction between gender and social risk factors. METHOD: Papers 
from PsyclNFO were searched first relating to migrants with 
psychosis and then to gender. RESULTS: Overall, the increased 
incidence of psychosis in males worldwide is also evident in 
migrants. However, in certain groups, women have a greater risk 
than men (Schrier et al., 2001) with no clear explanations for these 
findings. Few studies analyze gender separately or examine the 
interaction between gender and social risk factors in psychosis: 
discrimination, neighbourhood ethnic density, socioeconomic status 
and anti-social behaviour all appeared to have a larger impact on 
men. DISCUSSION: The social risk factors and their differential 
impact on men and women are discussed. This literature is then 
linked with the cognitive models of psychosis and implications for 
clinical effectiveness, training and further research are suggested.
2. DECLARATION OF POSITION
I am a Trainee Clinical Psychologist from a black minority ethnic 
(BME) group. My parents’ families came to Britain in the 1950s. As 
someone who has been exposed to the challenges of discrimination 
and integrating two cultural identities, I have always had an interest 
in the effects of migration and social identity on mental health. I have 
male relatives who have been diagnosed with schizophrenia, the 
explanation for which has been largely medical. However, through
12
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my own experiences and understanding their histories, I intuit that 
social factors in the context of being in another country have 
impacted strongly on their diagnoses.
If social factors contribute to psychosis, then there is likely to be an 
interaction with gender on how, and to what extent, they affect 
migrants and the second-generation. Therefore, the specific focus 
on gender in this review is because the literature largely neglects 
gender differences, (Cantor-Graae, 2007) and refrains from 
deconstructing the experience of psychosis using a ‘gender lens’ 
(Gregory & Leslie, 1996). A deeper understanding of the social 
impact of gender and migration could reveal how these factors 
mediate the expression of psychotic experiences. This could also 
contribute to developments in psychological formulation, clinical 
effectiveness and the commissioning and delivery of culturally- 
sensitive services.
3. METHOD
3.1. Search Strategy
To obtain relevant literature, two discrete searches were conducted 
using PsyclNFO from the year 1806. The aim of the first search was 
to find any paper including the search terms ‘migrants’ or 
‘immigrants’ and ‘schizophrenia’ or ’psychosis'. ‘Migrants’, 
‘immigrants’ and ‘schizophrenia’ were truncated with an asterisk so 
that words with the stems ‘migr-‘, ‘immigr-’ and ‘schiz-‘ could also be 
identified.
Search phase two was targeted at papers including the first search 
terms and additional search terms relating to gender: ‘women’, ‘men’, 
‘gender’, ‘male’, ‘female’ and ‘sex’. I also checked that there were not 
any existing reviews on PsyclNFO relating to gender differences in
13
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migrants with psychosis, so final searches were done with all search 
terms and the word ‘review’, but none were identified.
3.2. Inclusion Criteria
Papers were excluded if they were related to mental health 
conditions prior to migration, the native population, substance- 
induced psychosis or old age psychiatry. Case studies were also 
excluded due to insufficient evidence quality and security. Subjects in 
the studies did not have to meet diagnostic criteria for a particular 
psychotic disorder, but must have been experiencing psychotic 
symptoms. Seminal papers, which did not make any explicit gender 
comparisons in the analysis, were used for key contextual 
information and discussion.
4. INTRODUCTION
4.1. ‘Data Versus Dogma’
Schizophrenia and psychotic disorders are a major international 
health concern due to the cost to individuals and society at large 
(Department of Health, 2001). Psychotic disorders are usually 
chronic and relapsing characterized by ‘positive’ symptoms such as 
hallucinations and delusions, and ‘negative’ symptoms such as a lack 
of willed action and blunted affect. These symptoms greatly impact 
on all areas of functioning and fewer than 60% of cases ever achieve 
full symptom remission over five year follow-up (Shepherd et al., 
1989). The World Health Organisation (WHO, 2009) stated that there 
are no marked gender differences in the rates of schizophrenia and 
that it affects less than 2% of the population. McGrath (2006) coined 
the term ‘data versus dogma’ (p. 195 ) to express the idea that 
prevailing beliefs about the incidence of schizophrenia do not reflect 
the true data which show male gender, migration, and developed 
nation (among other factors) all affect the risk of schizophrenia. In 
this review it seems important to expel myths relating to the
14
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incidence of psychosis and become ‘slaves to the data’ as McGrath 
(2006; p. 197) urges us to. However, this can be challenging if the 
process of diagnosis, in even the general population, is flawed.
4.2. Role of Misdiagnosis
Misdiagnosis is an area of much controversy in BME populations. 
Research shows Jamaican and British psychiatrists differ profoundly 
in the diagnoses of Jamaican patients with suspected schizophrenia 
(Hickling et a!., 1999). Charalabaki et a/., (1995) also showed that 
immigrants' diagnoses were more likely to change than the native 
Belgian population. Despite this, data showing the second-generation 
have a higher proportion of schizophrenia (Selten et a!., 2001) lead 
authors to conclude that there should not be more misdiagnosis in 
the second-generation -  they usually speak the language and are 
more assimilated into the host culture. Interestingly, there is some 
evidence that migrant status but not sex of migrant affects diagnostic 
agreement (Haasen et al., 2000). It has therefore been a conscious 
decision to include all papers looking at psychotic symptoms and not 
to restrict my search by diagnosis, due to potential uncertainty and 
the evidence that psychotic disorders do not have discrete 
nosological boundaries (Dutta et al. 2007)
4.3. Gender Differences
There is a comprehensive WHO report on gender differences in 
schizophrenia (Piccinelli & Gomez Homen, 1997). The report shows 
that females have a better clinical outcome than males within five 
years after hospital discharge, which has been related to their better 
quality of life (Salokangas et al., 2001). Although these differences 
tend to disappear in the long-term, females also tend to receive less 
inpatient care than males. In the Black community with schizophrenia 
in Britain, men have higher hospital admission rates than women 
(Cochrane & Bal, 1989) indicating greater compulsory admissions for 
Black men (Davies, 1996).
15
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Most studies also show a better social adjustment for females with 
schizophrenia, supported by the fact that women have better pre- 
morbid functioning than males. These findings can be explained by a 
later mean age of illness onset in women (Heila et al., 1997), which 
may permit fewer disturbances in adolescence, a better educational 
outcome and make women more likely to marry (Shepherd et a!., 
1989). Cochrane and Bal (1987) showed that migrant men in Britain 
have a higher risk of psychosis in the 25-44 age bracket compared to 
women where it is around 30-65 years-old. This may be because 
males are more vulnerable to social defeat and social pressures. 
This notion will be explored in a later section.
4.4. Social Defeat
The model of social defeat is based on the ‘intruder rat’ paradigm in 
male rats, although it has been replicated in females (Haney et a!., 
1995) but not with opposite sex pairs, (which would have been useful 
for the present review). Researchers discovered an increase in 
mesolimbic dopamine in the brain, which is associated with 
depressive and psychotic symptoms (Tidey & Miczek, 1996). The 
male rats also had higher levels of dopamine depending on how long 
they were isolated from other rats (Isovich et a!., 2001). Interestingly, 
dopamine binding was not affected in attacked rats that were 
returned to a familiar environment with other rats (Isovich et a!., 
2001). This is reminiscent of the ‘ethnic density effect’ which will be 
explored in more detail in section 5 and suggests why women, who 
are more likely to have social support than men, are at lower risk of 
psychosis.
This paradigm has also shown that social memory can be affected 
for at least eight weeks after the social defeat experience (Reijmers 
et a!., 2001) due to traumatic one-trial learning. This suggests 
retrieval of social memories may be affected by this experience.
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possibly affecting the accessibility, perception and encoding of future 
social experiences. This could be a cognitive mechanism in the 
maintenance of persecutory delusions in people who have 
experienced social stress.
4.5. Objective
A range of studies converge on multiple social factors associated 
with an increased risk of psychosis in BME groups. The social risk 
factors which have the most evidence are discrimination, 
neighbourhood ethnic density, socioeconomic status and anti-social 
behaviour. It is these factors I will review in section 5 to explore how 
gender may interact with these to give rise to differential rates of 
psychosis in migrants.
5. RESULTS: SOCIAL RISK FACTORS
5.1 Discrimination
5.1.1. Background
Discrimination and institutional racism have been proposed as major 
precipitating factors for mental health problems in BME communities 
(Sashidharan, 2003). Studies suggest that BME men report more 
discrimination than women (De Maynard, 2009; Veling, Hoek, & 
Mackenbach, 2008) which would help explain why BME males are 
more at risk of psychosis. There are a few exceptions to this rule, 
with some evidence that Asian women in Britain (Carpenter & 
Brockington, 1980; Coid et al., 2008) and women in the Netherlands 
from Surinam, the Netherlands-Antilles and Cape Verde (Schrier et 
al., 2001) have a greater risk of psychosis than their men.
17
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Discrimination is, however, a multi-faceted construct, which could be 
confounded by and interact with many other contextual factors. The 
literature to date has failed to develop adequate measures to 
investigate this complex construct -  few have been developed from 
direct contact with BME or migrant groups (Bhugra et al., 2001) and 
none with BME individuals with psychosis.
5.1.2. Discrimination and Self-Concept
There is a growing body of evidence that dissociation, or the strategy 
of suppressing traumatic memories, is related to psychosis 
(Moskowitz, 2008). De Maynard (2009) showed that for Black males 
in Britain more factors predict dissociation than for Black women: 
these were young age, low academic achievement, mental 
representations of racial stereotypes and racialized body image 
disturbance. Instead, for Black women, only low self-esteem and 
mental representations of racial stereotypes predicted dissociation. 
This suggests that for males, dissociation may be predicted by more 
factors relating to their social status, which could increase their 
cognitive vulnerability to dissociate from negative experiences of 
discrimination. The impact of racial stereotypes on cognitive 
strategies men use to protect their self-concept, such as dissociating, 
may in part explain why their risk of developing psychosis is higher. 
However, a weakness of De Maynard’s (2009) study is that the 
models account for less than 25% of the variance in dissociation. 
Also, although the research is also on healthy volunteers, it would 
have been helpful to include measures of psychosis.
5.1.3. Skin Colour
Cantor-Graae et al., (2005) found that darker skin colour was 
associated with more schizophrenia in immigrants in Sweden, which 
could suggest discrimination mediates the onset of psychosis as 
other research suggests (Williams, 1999). However, the authors 
categorize skin colour into three groups, which may make the
18
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variable less sensitive to differences. Skin colour may also be 
confounded by factors such as whether the migrant is from a 
developed or developing nation.
Black men in De Maynard’s (2009) study reported lower incomes 
than women, which was also associated with darker skin colour. 
However, interestingly the data did not indicate any significant 
differences between male and females in relation to ethnicity, 
academic achievement and annual income; yet Black males reported 
significantly lower incomes, achievement and darker skin tones. This 
may therefore suggests that the Black male concept is disturbed by a 
negative internalized self-concept engendered by racial stereotypes 
and experiences of discrimination.
5.1.4. Social Stressors
Although it is methodologically and ethically challenging to 
demonstrate that discrimination plays a causal role in the 
development of mental health problems, Hickling’s (1991) research 
utilizes an ecological design to test this hypothesis. Hickling (1991) 
compared the psychopathology of Jamaicans who migrated to those 
who remained in Jamaica, (where there were no differences in 
familial history of mental illness). Of the 68 men and 58 women who 
migrated, Hickling (1991) found that 90% were diagnosed with 
schizophrenia and 94% were hospitalized as a result, with no sex 
differences in the incidence of schizophrenia.
Hickling (1991) identified several social stressors within the host 
country related to discrimination which precipitated psychotic 
symptoms in his sample. One of the stressors was a decrease in 
social class where people could only find work in lower status roles. 
These experiences were explained to lead to paranoid beliefs about 
White people such as they ‘practice witchcraft’ (p.83).
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Hickling (1991) also identified problems for adolescents who migrate 
in terms of racial discrimination at school. He explained that this 
experience was related to a rapid deterioration in learning and 
increasingly rebellious, criminal and aggressive behaviour, which 
leads the host community to believe, what was an intelligent child in 
Jamaica, is ‘educationally sub-normal’ (p.85). The awareness of 
dominant negative racial stereotypes is associated with poor mental 
health and academic underachievement, independent of personal 
experiences of racism or violence (Steele, 1997) so discrimination is 
likely to compound this effect on psychosis.
Hickling’s (1991) study is helpful for elucidating a role for 
discrimination in psychosis or at least confirms that living abroad 
relates to stressors, which are risk factors for psychosis in 
themselves. It is, however, difficult to infer causality from cross- 
sectional data and so the study is less robust than if it was based on 
longitudinal data, where clients were followed-up at regular intervals 
over time, taking both qualitative and diagnostic information. The 
high percentage of migrants with psychosis and lack of sex 
differences does not marry with data from Harrison et ai. (1997), 
which shows Caribbean females in Britain have a lower risk of 
psychosis than Caribbean men. In addition, since Hickling’s design 
was unlikely to capture cases who migrated and returned but who did 
not develop psychopathology. This research would be helpful for 
discovering protective factors in migration and what constitutes 
healthy adaptation to life abroad.
5.1.5. Differential Levels of Discrimination across Migrant 
Groups
In contrast to Hickling’s (1991) local study looking at private cases, in 
the Netherlands, large-scale population-based studies have been 
carried out. Using statistics from an anti-discrimination bureau, 
population data and information on first episode psychosis, Veling et
20
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al., (2007) showed that the incidence of psychosis was higher when 
people experienced more discrimination. The types of discrimination 
reported were based on ethnicity, skin colour, race and religion. 
Moroccans, who experienced the greatest discrimination, had six 
times the increased incidence of psychosis than the native Dutch. 
However, ‘Westernized’ migrants who reported less than a quarter of 
the discrimination than Moroccans did, had similar rates of psychosis 
to the Dutch.
In terms of gender, a weakness in Veiling et a/.’s (2007) research is 
that they do not analyse levels of discrimination separately by 
gender. There were 311 men and 113 women who had a diagnosis 
of a first episode of psychosis within a seven-year period, which 
suggests that the number of women was significantly lower than men 
overall. Veling et a/.’s (2007), study does not allow us to determine 
whether Moroccan or other minority females experience as much 
discrimination, which is important in the light of other research 
indicating that Moroccan females do not have an elevated risk of 
psychosis (Schrier et al., 2001; Vanheusden et al., 2008). Another 
weakness is that they are comparing three different groups of cross- 
sectional data when individuals within each sample are different to 
one another. This means that the discrimination and first episode 
samples could be mutually exclusive, which would not suggest a 
causal role for discrimination in psychosis but a mere spurious 
association.
Veling, Hoek, & Mackenbach (2008) investigated whether perceived 
discrimination within one year prior to illness onset was a risk factor 
for schizophrenia. Again, around three-quarters of the sample were 
male suggesting a lower incidence of psychosis in women. Even 
though a greater proportion of cases perceived more discrimination 
than their siblings or non-psychiatric controls, this difference was just 
as likely to have occurred by chance. It may be that the lack of 
difference arose because the researchers only looked at the year
21
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prior to illness onset. However, a more thorough index of social 
adversity, one year prior to a population survey, did find an 
association with hallucinations in a non-clinical population of migrants 
(Vanheusden et al., 2008). This suggests that the five-item scale 
used to measure discrimination was too broad and one-dimensional 
to tap differences. It would also have been helpful to have a series of 
questions looking at sexual or gender-dependent discrimination to 
see if men and women are affected by different types.
5.2. Neighbourhood Ethnic Density
Studies show that the greater the ethnic density of the 
neighbourhood the lower the incidence of psychosis (Kirkbride et al., 
2007; Veling, Hoek & Mackenbach, 2008). There is therefore 
evidence that ethnic density is a buffer against discrimination given 
that they negatively correlate. However, studies looking at the role of 
ethnic density in the incidence of psychosis in BME communities 
(Halpern & Nazroo, 2000) as it relates to social capital (Kirkbride et 
al., 2008) and suicide (Neeleman & Wessely, 1999) have failed to 
analyze results separately by gender although their samples have 
often predominantly been male. It is therefore difficult to partial out 
any gender differences as they have been adjusted for in the 
analyses. It would be parsimonious to say that there is a dose- 
response relationship between the ethnic density of the 
neighbourhood and psychosis, which is independent of gender, 
although we cannot tell if and to what degree males or females would 
be more affected by psychosis depending on ethnic density.
Veling, Hoek, & Mackenbach (2008) also found that ethnic identity 
was correlated with social support, cultural distance from the native 
Dutch, mastery and self-esteem. This could be related to the 
presence of more social cohesion which comes with greater 
neighbourhood ethnic density (Allardyce et al., 2005). Social 
cohesion may explain why Turkish people and Moroccan women
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have normal rates of psychosis compared to Moroccan men in the 
Netherlands. For example, close-knit communities, and women in 
general who may stay at home to raise their families, may experience 
more social support and therefore have stronger sense of identity 
and experience less discrimination, which all appear protective 
against psychosis.
In Allardyce et al., (2005), neighborhoods characterised by high 
social fragmentation had higher first episode admission rates for 
psychosis, which were independent of neighbourhood deprivation. 
Given that males with psychosis are less likely to be married, this 
may be another social risk factor meaning that the ‘stress of 
acculturation’ could be greater among men, while in women (and 
other ethnic groups) this is ‘less likely because of social stability 
[and]...social support’ (SeWen et at., 1997; p.312).
Interestingly, studies have found an increase in the incidence of 
psychosis in Asian women in Britain (Carpenter & Brockington, 1980; 
Coid ef a /2008). However, family structure and social support may 
be protective to only to an extent, as Kirkbride et al., (2008) found 
that the relationship between psychosis and social capital was U- 
shaped, such that that incidence rates were affected by either too 
much or too little social capital. Alternatively, Coid et al., (2008) 
suggest that the ‘pressures of sex segregation and female 
socialization’ (p. 1257) and ‘marginal status’ (p. 1256) could be 
responsible for the increase in psychosis seen in Asian women. 
Unfortunately, insufficient research looking at gender has specifically 
been conducted in this area. If social capital and social cohesion are 
preventative in psychosis, they need to be an important focus for 
future research, with added emphasis on disentangling gender 
differences in the optimal balance and conditions of this.
23
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5.3. Socio-economic Status (SES)
The relatively normal incidence of psychosis in Westernized migrants 
is further evidence to support the protective role of the economic 
status of one’s country of origin (e.g. developing versus developed 
nation). Historically, the Turkish people have been powerful with an 
empire spanning several continents, as the British have. This empire 
may be protective against psychosis in Turkish people, in the same 
way as British people do not experience increased risk of psychosis 
in Australia (Murphy, 1978). Interestingly, however, during an 
economic recession in the early twentieth century, European and 
British migrants in Canada also had an increased risk of 
schizophrenia (Smith et a!., 2006). This suggests that in times of 
economic difficulty, all migrant groups may be more prone to 
discrimination or vulnerable to social risk factors for psychosis.
As predicted, socioeconomic status may be more likely to impact on 
male migrants in terms of risk to psychosis. Westman et a!., (2006) 
looked at 4.5 million individuals in Sweden, hospital admissions and 
country of birth. The impact of demographic and socioeconomic 
factors on risk of psychosis was larger for men than for women. For 
migrant men in Sweden, the risk was no longer significant after 
controlling for income and marital status, while for women most 
results remained significant. Therefore, low income and being single 
were associated with an increased risk of psychosis, particularly in 
men.
Analogously, Westman et al., (2006) showed that men from OECD 
(Organisation for Economic Co-Operation and Development) 
countries had a lower risk of schizophrenia than native Swedish men 
suggesting a stronger economy affects men more than women also. 
Therefore social adversity contributes to psychosis in men since 
‘men [are] still regarded as main breadwinner in the family’ (Westman 
efa/., (2006; p.312).
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The research suggests that men with low incomes could experience 
stronger social stigma than women with low incomes. However, it is 
difficult to confirm the direction of causality as people with psychosis 
may be prevented from reaching a high SES and also the adversity 
associated with low SES could engender social stressors more likely 
to precipitate psychosis. In terms of prevailing stereotypes, it does 
seem that men are more affected by their economic status which 
may be related to the differential processing of self-image in BME 
men and women (De Maynard, 2009). Women may also be more 
accepting of receiving welfare or state benefits and feel less 
obligated to pursue employment than men if they have children to 
look after.
5.4. Anti-Social Behaviour
Gabrielsen and Kramp (2009) compared Danish and immigrant 
forensic psychiatric patients. Only eleven of the 111 immigrants were 
female, suggesting that men are at heightened risk of becoming a 
forensic psychiatric patient. Schizophrenia was associated with 
violent but not non-violent crimes, which men are at greater risk of 
committing. The risk of male immigrants being involved in drug crime 
was around seventeen times the risk of Danish natives. However, 
only 14% of immigrants compared to 29% of Danes had a substance 
misuse problem, suggesting that immigrants were trying to make a 
living from drug crime but were not necessary taking drugs. They 
may have felt less able to gain employment in other trades.
Interestingly, there were no Iranian women in the sample, but Iranian 
men had twelve times the risk of schizophrenia. The authors 
expressed disbelief, appearing not to understand why: they believed 
Iranians to be ‘the best integrated minority group in (Denmark’ 
(Gabrielsen & Kramp 2009; p.145). This may suggest that the 
process of integrating, assimilating and gaining acceptance with the 
host country (King & Wright, 2001 as cited in Mallett et a/., 2004) is a
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risk in psychosis through renouncing ethnic identity, where a strong 
ethnic identity appears protective against psychosis. Assimilation 
may also be difficult when confronted with a sense of powerlessness 
to alter prevailing negative perceptions and men often resort to 
reacting violently (Combs et al., 2006).
The authors go on to say that Westernized migrants have a low risk 
of psychosis because they ‘have Just moved from one socially and 
culturally equal Scandinavian country to another’ and individuals are 
therefore ‘positively’ selected and are therefore not ‘true migrants’ 
(Gabrielsen & Kramp., 2009; p. 144). This language suggests a 
subtext where ethnic groups are socially excluded or included 
depending historical relationships between countries, their perceived 
similarity and equality. In terms of the Iranians, the authors denote 
that ‘negative selection’ occurs as ‘well-educated, socially well- 
functioning Iranians leave Denmark because of...hidden racism’ 
(p.145).
These views in the modern day are interesting with respect to how 
much they show that the migrant group must assimilate, or be similar 
to the host country in order to be accepted or face racism. Yet, the 
authors conclude that they do not believe discrimination or social 
inequity are risk factors in becoming a male forensic patient and %.. 
find It unlikely that social factors play a major role’ (p.145). I hope this 
review can shed light on why this conclusion is vastly inaccurate. It is 
crucial for the management and treatment of migrants with psychosis 
that we acknowledge the paramount importance of social dynamics 
and gender in the aetiology of psychotic experiences.
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6. DISCUSSION
6.1. Summary
The common theme running through the literature identifying social 
risk factors for psychosis in migrants was that of social defeat. Men 
appear to experience more social defeat through a larger impact on 
psychosis of discrimination, neighbourhood ethnic density, SES and 
anti-social behaviour. This appears to be mediated through social 
stereotypes of men that they should have power, status and 
resources. Men have an earlier illness onset and are less likely to be 
married so may be more affected by separation from family abroad. 
Men may also have had fewer male role models growing up, in 
particular in the Caribbean community where the majority is raised by 
single-parent families (Morgan et al., 2007). This would have an 
impact on both attachment relationships and socioeconomic status. 
Social adversity may also contribute to more criminal behaviour in 
men. There is some evidence that, collectively, these factors may 
make it harder for men to integrate, assimilate and gain acceptance 
in the host country.
However, it remains to be explained why women in the Netherlands 
from Surinam, Cape Verde and the Netherlands-Antilles (Schrier et 
al., 2001) and Asian women in Britain (Carpenter & Brockington, 
1980; Coid et al., 2008) have an greater risk of psychosis than their 
men. Studies have failed investigate why there are gender 
differences in these groups and which social risk factors contribute to 
their increased incidence. Future research and clinical practice 
would be enriched by this.
6.2. Limitations
The greatest challenge in producing this review is that the literature 
on migrants with psychosis has not adequately addressed the gender 
differences with respect to the incidence of psychosis, and how 
social risk factors interact. This review has therefore been an attempt
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to deconstruct existing work through a ‘gender lens’ and closely 
examine instances of where gender has been separated out in the 
analysis and not merely controlled for. Another challenge has been 
that since this was not a systematic review, important studies may 
have been missed. Also, given extra time, I would have done a 
separate search on all descendants of migrants given that they have 
as great a risk of psychosis as the first-generation.
6.3. Cognitive Psychological Models
So how do experiences of social adversity lead to psychotic 
experiences, particularly in men? It seems there is a prevailing 
subtext in society about what others are thinking of ethnic groups 
(Gabrielsen & Kramp, 2009). Men may have more pressure to 
achieve in society and face more stigma for underachievement 
(Mallett et al., 2004), leading to social defeat. This may mean men 
have more pronounced attributional defenses (Bentall, 1994) or self- 
serving biases, which lead to greater paranoia or delusions of 
persecution than women (Carpenter & Brockington, 1980). Men may 
have a more negative mental representation of themselves in 
society, which they try to dissociate from in order to protect their self­
esteem (see Garety et al. 2001), but feel powerless to do so. This 
could lead to thoughts that outsiders have an ability to control their 
destiny, their thoughts and actions by either thought insertion or 
distressing delusions of reference (Frith, 1992).
Freeman et al., (2002) show how important emotional processing is 
in the maintenance of positive symptoms of psychosis. Anxiety, 
stress and trauma give rise to anomalous bodily symptoms and 
sensations -  the misinterpretation of which can result in psychotic 
appraisals (Morrison, 1998). In the context of social isolation, of 
which men are at greater risk, anomalous experiences do not get re­
appraised or invalidated (White, 2000). Increased access to previous
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traumatic memories on exposure to chronic social stressors provides 
evidence for delusional beliefs and further serves to prime and 
maintain them (Hemsley, 1993).
The cognitive psychology field in psychosis has evolved largely 
colour- and gender- blind, which may in part explain equivocal 
findings on the effectiveness of Cognitive Behavioural Therapy (CBT) 
for psychosis (Drury, et al., 1996a; 1996b and 2000). There is 
currently no research examining the impact of ethnicity on the 
efficacy of CBT for psychosis. This is despite the recurring theme in 
command hallucinations about 'power' struggles with the voices and 
that tackling the conviction in the voices' power is therapeutic in itself 
(Trower et al, 2004). It is interesting how these power struggles 
reflect the literature on migrants with psychosis in looking at social 
defeat and subordinate positioning in society.
CBT formulation could be enriched by a deeper acknowledgement of 
the social risk factors and issues of gender in migrants. We may be 
failing to provide adequate gender and culturally-sensitive services. 
For example, Thompson and Jenal’s (1994) research indicates 
avoiding issues of race can be detrimental to the therapeutic alliance. 
Charalabaki et al., (1995) explain that we may be doing more harm 
than good when we assume the ‘myth of sameness’ in our approach 
to treating BME individuals, because of any guilt we hold and our 
wish to ‘facilitate their rapid acculturation’ (p.242). In doing this, 
national health services may further increase the alienation of 
migrants and dissuade them from seeking help -  BME men in 
particular.
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1. INTRODUCTION
Essay Structure
The Increasing Access to Psychological Therapies (IAPT) initiative is 
the largest government-led mental health initiative to be rolled out in 
history. I argue that Clinical Psychology (CP) is paramount to the 
success of lAPT and that the relationship between lAPT and CP 
creates a number of benefits for service-users and carers^ CPs have 
numerous and diverse roles throughout in lAPT, which include its 
setting up, execution, maintenance and governance.
This essay explores five broad areas, which relate to client benefits 
and the challenges to the profession itself: these are evidence-based 
practice, training, clinical supervision, working with diversity and 
leadership. It is argued that the emphasis of lAPT on the delivery of 
psychotherapy alone can cause significant challenges for the identity 
and future of the CP; but it is emphasised throughout that the 
additional training, skills and expertise that CPs possess can add 
value beyond the psychotherapy role in many services.
An integrative approach to making theory-practice links, drawing on 
systemic, cognitive-behavioural, psychodynamic and other 
psychological theories will be used throughout to engage with and 
formulate discussions. I will first give some background to the lAPT 
initiative. I then declare my relevant experience of working in an lAPT 
service. I reflect, throughout, on how my clinical experience working 
in lAPT shapes the essay content and argument.
 ^ Throughout my clinical work, both 'service-users' and 'carers' have been my 'clients' - I will 
therefore refer to both groups as 'clients' and only differentiate them when issues specific to  carers 
are discussed.
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The Lavard Hypothesis
Layard’s (2006) economic analysis of the cost of mental health 
problems marked a turning point in the history of mental health 
conceptualisation and treatment, with plans to train 10,000 new 
therapists by 2012 (Layard, 2004). He stated that common mental 
health problems, such as anxiety and depression, account for 25% of 
all disability in the UK but only attracted 2% of National Health 
Service (NHS) expenditure. This was despite a body of evidence for 
the effective treatment of anxiety and depression from the National 
Institute for Health and Clinical Excellence (NICE, 2007a; 2007b). 
Layard calculated that lAPT services could pay for themselves if 
people returned to employment, which could offset the cost of 
incapacity and unemployment benefits and sick pay. This formed an 
agenda to increase access to NICE psychological therapies targeted 
at working-age adults in primary care, statutory, voluntary and 
community services.
“New Ways of Working”
CP is a small profession comprising only 6,000 of 1.3 million NHS 
staff (less than 0.005%; Llewelyn & Cuthbertson, 2009). In order to 
meet the mental health needs of the UK population, lAPT services 
required more non-psychology staff to be trained in lower level, time- 
and cost-effective interventions. This was part of the NWW initiative 
(Lavender & Hope, 2007) which stated that applied psychologists 
would need to have a key role in the many facets of the development 
of this new workforce, as well using psychological principles to 
enhance the effectiveness of multi-disciplinary team working (Onyett, 
2007).
Declaration of Position
A year before doctoral training, I worked in an NHS lAPT service as a 
Low Intensity (LI) Trainee in general practice (GP). The NHS paid for
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me to do a diploma in LI Cognitive Behavioural Therapy (CBT) 
interventions. I saw clients often, but not exclusively, with anxiety and 
depression. I could offer three brief sessions and additional 
telephone appointments for guided self-help, computerised Cognitive 
Behavioural Therapy (cCBT) or signposting. We offered the ‘least 
restrictive' interventions first and only ‘stepped-up’ to a high intensity 
(HI) worker or ‘CBT therapist’ if the LI intervention was unsuccessful, 
or clients had more complex diagnoses, in line with Department of 
Health (DoH, 2008) guidelines. I will refer to my experiences of 
evidence-based practice, training, supervision, working with diversity 
and leadership in the relevant sections to follow, from the perspective 
of now being almost half-way through doctoral training.
2. EVIDENCE-BASED PRACTICE
2.1 Client Benefits
Implementing Self-Help Interventions
CPs make a substantial contribution to the evidence-base of 
psychotherapy research (Roth & Fonagy, 2005). As such, CPs 
benefit clients using lAPT services through knowledge of effective 
interventions and by designing and implementing a range of 
evidence-based self-help tools such as cCBT, psychoeducational 
groups, bibliotherapy and guided self-help. CPs also have a key role 
in designing protocols for the pathways and delivery of such 
interventions, as well as monitoring and modifying the interventions 
based on feedback from staff, clients and outcome data^.
CPs therefore offer clients a range of self-help treatments which are 
less stigmatising, more normalising, demystify psychotherapy and 
put the power for change back in the clients hands. Khan et al., 
(2007) found that clients benefitted from self-help as they viewed it 
as assisting them to regain everyday functioning. This is in
 ^This will be discussed further in the ‘Leadership’ section 6.
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accordance with research showing that self-efficacy is positively 
related to psychological well-being (David et al., 2009).
As an LI worker, I have used simple, short-term interventions such as 
sleep hygiene, problem-solving and psychoeducation, which have 
had a powerful impact on client quality of life, by helping them return 
to work or use public transport again. I saw many clients with 
disabling panic attacks who were able to come off of addictive 
medication through psychoeducation along with a simple mapping of 
the panic cycle, which has been shown to prevent relapse in panic 
patients (Wright et al., in Newman et al., 2003). Newman et al.,
(2003) also cite a plethora of studies on phobias using guided self- 
help, where self-administered exposure, desensitization and 
relaxation were as effective as therapist-driven interventions and 
maintained for up to three years.
As well as working behaviourally, self-help interventions can help 
clients cognitively by teaching them skills to challenge irrational 
thoughts such as “I am having a heart attack”; or learn to identify 
cognitive biases such as ‘black-and-white thinking’ (Beck, 1995). In 
developing these skills, clients are able to prevent relapses in their 
depression and anxiety, as Beck’s (1976) ‘cognitive model of 
depression’ explains that mood is largely connected with thinking 
style and the meanings attributed to situations.
Formulation and Complex Cases
Increasingly, CPs will be expected to assess and intervene with 
clients with more complex presentations using interventions other 
than psychotherapy. This was central to the NWW message ‘to 
improve the psychological wellbeing of the population through 
working with individuals, families, teams, organisations and 
communities’ (Lavender & Hope, 2007, p.5). As such, clients in lAPT 
and other services will benefit from applied psychological knowledge
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and intervention at multiple systemic levels as well as through 
consultation work and as part of a wider health promotion agenda. 
CPs are an asset to lAPT services because they are unique to other 
applied psychologists in possessing Level 3 skills of ‘formulation’ 
(Manpower Planning Advisory Group, 1990); and will be able to 
formulate issues using both psychotherapeutic and other 
psychological models to facilitate understanding and intervention on 
these multiple systemic levels. In addition, although CPs do not have 
a formal psychotherapy training, their skills in formulation and 
experience of working clinically in doctoral placements in many 
different settings means that they can, if necessary, conduct therapy 
with clients who do not respond to CBT. In my opinion, clients will 
also benefit from the specialist assessment role of CPs such as 
neuropsychology and diagnosis of learning disability, trauma or 
emotional and behavioural problems in children.
2.2 Challenges and Benefits to the Profession 
Psychotherapeutic Research
A major challenge to the CP profession of evidence-based practice 
could be the way psychotherapy research is being conducted. It has 
been thought that the lAPT projects expanded before any substantial 
evidence (Cromby et al., 2008). Vanheule (2009) presents a 
compelling argument that difficulties measuring outcomes in 
psychotherapy research originate from the belief that randomised 
controlled trials (RCTs), used to measure the effectiveness of 
medication, can be used to measure the effectiveness of 
psychotherapy. As such, despite the many logical flaws of this 
paradigm (e.g. difficulties ‘blinding’ clients to therapy or providing a 
short-term ‘cure’), it is still considered the gold-standard. CPs are 
best placed to use their skills in alternative forms of research, such 
as qualitative research or case series, to challenge the authority of 
this dominant discourse and promote the publication of other forms of 
evidence in peer-reviewed journals.
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An Emphasis on CBT
In prioritising CBT, which is more readily captured by the RCT 
design, clients have less choice in intervention, particularly at LI level 
which the majority of clients access. This “implies that people...do not 
have personal preferences or ideas of what good psychotherapy is 
like” (Vanheule, 2009, p.95), which is inaccurate. Not giving clients a 
choice of therapies may be unethical if we take into account the 
‘allegiance effect’, which shows that therapist’s allegiance to therapy 
is the most powerful explanatory variable when comparing 
psychotherapies in research (Luborsky et al. in Vanheule, 2009).
Many of the clients I saw were disgusted to be told that we did not 
have sufficient time to discuss the origins of their problems in 
childhood and that, instead, I was to give them a booklet on ‘stress 
and worry,’ for example, as this was the presenting problem in the 
‘here and now’. Client dissatisfaction is a challenge to the profession 
of CP in lAPT as this leads to high drop-outs and poor outcome data, 
as well as poor use of resources (Glover et al., 2010), for which 
clinical leads, like CPs, would be accountable.
However, the lack of choice for clients has lead to an upsurge of 
other evidence-based therapies being integrated into lAPT services, 
such as Interpersonal Psychotherapy and Couples Therapy. This 
may be a challenge for CPs who do not, once again, have a 
psychotherapy training, and who are not the originators of these 
therapies. CPs may benefit from this by carrying out continuing 
professional development (CPD), which is available in the services 
they work in. However, there is a consensus in the January 2011 
Clinical Psychology Forum, that if CPs focus on developing skills and 
roles other than psychotherapy, the profession is less likely to 
become ‘lost’, without a future (e.g. Hassall & Clements, 2011).
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Valid and Reliable Measurement of Client Outcomes
While working in lAPT, I was disappointed that CPs did not challenge 
the routine use of sessional depression and anxiety screening 
measures even when, for example, ‘relationship issues' or ‘anger’ 
were the primary problem. In my opinion, CPs should be involved in 
selecting appropriate disorder or problem-specific psychometric tools 
and questionnaire measures, which demonstrate valid and reliable 
ways of measuring client outcomes. This may help avoid some of the 
problem-behaviours which bias outcome measures e.g. clients 
reporting greater depression than clinically viable in order to receive 
more therapy. The CP profession could aid biases in outcome 
measurement by training services to record and monitor client- 
oriented goals, as well as service-related ones, which has been 
successfully modelled by LaVigna and colleagues’ ‘Periodic Service 
Review’ (1994).
3. TRAINING
3.1 Client Benefits
Staff Psychological Awareness
A large proportion of lAPT funding has gone into modelling training 
competencies and skills and accrediting courses. CPs have an 
important role to play in training both lAPT and non-IAPT staff to be 
more psychologically aware. Turpin (2007) describes how applied 
psychologists can train GPs to be more psychologically-minded, 
which increases their confidence in making appropriate psychological 
referrals and means clients have choices beyond medication. CPs 
also aim to carry out CPD throughout their career so they develop 
ongoing skills and keep up-to-date with research - this should mean 
the training they provide is current.
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The Therapeutic Alliance
NICE literature largely ignores the importance of the therapeutic 
alliance in facilitating clients to make meaningful change and reduce 
psychological distress. This explains why computerised therapies 
received significant funding despite the lack of pragmatic and 
ecological evidence for their effectiveness outside trials, which 
include volunteers (e.g. Proudfoot et a/., 2004). CPs have an 
important role in training lAPT workers in basic counselling skills 
such as empathy, active and reflective listening, genuineness, 
impartiality and warmth, validation and taking a curious, non- 
judgemental stance. There is evidence that the therapeutic alliance 
has greater impact on client outcomes than the type of therapy used 
(Lambert & Barley, 2002). Therefore in my opinion, training workers 
to engage clients and build a good therapeutic alliance, even when 
interventions are brief, can be beneficial to them.
3.2 Challenges and Benefits to the profession 
Clinical Psychology Doctoral Training
CPs are not automatically qualified to work in lAPT as CBT therapists 
(DoH, 1996) and most have to do a diploma. I do not think this is an 
economical use of NHS funding and may explain why the funding for 
doctoral courses is to be significantly reduced in 2011. Given the 
overlap of teaching in CP and psychotherapy courses, it may be 
beneficial for the doctoral courses to take into account trainees’ prior 
academic, research, clinical and work experience during training. 
This could help save resources if this could reduce the time taken to 
train. Alternatively, the three years could be spent conducting more 
specialist placements where it would be possible to gain leadership, 
supervision and consultation skills. In this way, we could also justify 
continuing to attract higher salaries than psychotherapists in the NHS 
or other organisations.
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Emerson (2011) also argues that the CP profession should move 
away from the individual or ‘proximal causes of distress’ and begin to 
address the ‘the causes of the causes’ or intervene at the level of 
factors which determine physical and mental health. This could 
broaden the focus of CP’s work to wider health promotion and 
preventative aims. Emerson (2011) suggests mapping the doctoral 
curricula on to the World Health Organization’s recommendations, 
which concurs with Burns (2011) who suggests adding two further 
competencies to the CP doctorate portfolio - ‘basic health economics’ 
and ‘how to influence NHS policy’. I think these changes could be 
incredibly useful to CP training, if we could apply our psychological 
knowledge and research skills to a wider health economic agenda 
and inform how local services are funded.
Professional identity
It is a challenge to the profession to delineate roles within the 
foundation, intermediate and advanced lAPT training levels, such 
that staff have security in their professional identity and less overlap 
with other staff. For example, when I received the certificate of my 
diploma, it stated that I had ‘successfully completed a diploma in 
CBT,’ which was completely inaccurate! I had really completed a 
diploma in ‘Low Intensity Cognitive-Behavioural Interventions’ and 
any staff with a ‘real’ diploma in CBT have every right to be outraged 
by this. The ‘structural boundaries’ (Minuchin, 1974) between the 
CPs and lAPT workers across the hierarchy were broken, leading to 
anxiety (feeling incompetent) and role reversals (taking the role and 
responsibilities of a qualified psychologist) and an over-idealisation of 
what ‘real’ psychologists do. This lead to feelings of inadequacy and 
a motivation to move up the hierarchy -  in fact, all LI workers in my 
service left within one or two years, in the pursuit of doctoral training. 
For these reasons, staff retention was difficult for the CP 
management.
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Adequate lAPT Training
The question has been raised as to whether the lAPT training is good 
enough (Prescott, 2007). The LI training I received meant we were 
not trained in ‘formulation’ and so I struggled to apply psychological 
knowledge to problems which did not fit the formulations within the 
self-help materials. The ‘cook book’ approach to intervening with 
clients does not look at the context which supports change - CP 
training is different in this respect. I also had little knowledge of 
psychodynamic principles of ‘transference’ and ‘countertransference’ 
‘splitting’ and ‘projection’ (Howard, 2006). This meant that I could 
experience strong emotions and behaviour towards certain clients 
and staff in ways I did not always understand. We did not learn about 
group dynamics and so my knowledge of how to deal with 
competition and domination within groups and the hierarchy created 
between different lAPT, workers was limited. Furthermore, we had 
very little teaching on reflective practice, which is an essential skill for 
learning (Kolb, 1984). I think that inadequate lAPT training can be a 
challenge to CP because it may contribute to staff burnout, problems 
with retention and dissatisfaction with the level of training or lack of 
career pathway.
Another challenge for the profession is to justify instructing LI 
workers to treat ‘part’ of a client’s problem: treat the ‘depression’ but 
not the ‘personality disorder’; or the ‘panic attacks’ but not the 
‘bereavement’. Through training, I have gained skills in formulating 
the whole of the person’s difficulties and not just ‘part’ of them, which 
is crucial to working ethically with clients; and historically CPs have 
been encouraged to suspend the use of techniques until a proper 
formulation has been developed (Meyer in Gurnani, 2011). It is 
therefore a challenge for the CP profession to supervise staff, who 
have a limited range and depth of interventions they can provide, and 
still provide the optimal, most ethical treatment for clients.
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4. CLINICAL SUPERVISION
4.1 Client Benefits
The Functions of Clinical Supervision
Bower et al., (2006) review evidence to show that supervision can 
increase the efficacy of interventions beyond the effects of staff 
training alone in mental health. Supervision performs a number of 
functions: it ensures that therapy is being conducted appropriately 
and that clients are getting care in accordance with best practice 
guidelines; that client progress and outcomes can be discussed, 
which also aids decision-making when considering whether to step 
clients up to HI, or down to LI interventions (Turpin & Wheeler, 2008). 
Supervision is also integral for the management of client risk such as 
suicide, self-harm and safeguarding as well as risk to staff well-being.
I APT workers can use their supervisor’s expertise to inform and 
reflect on their own clinical practice and, as such, CP supervision can 
also provide a mentoring role. I had a number of positive experiences 
of supervision, at times where ineffective interventions and ruptures 
in the alliance were aided by the input of my supervisor. Supervisors 
can also directly teach within supervision and create a safe learning 
environment where supervisees can talk openly about challenges in 
the clinical work, or explore areas they do not understand or are 
experiencing difficulties with. In addition, observations and role 
playing exercises, which can crystallise ‘concrete experience’ such 
as the processes of an intervention (Kolb, 1984), also highlight the 
supervisees’ clinical skills strengths and needs and stimulate 
learning.
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4.2 Challenges and Benefits to the profession 
Supervising Numerous Client Interventions
Through supervision, CPs can have an impact on the well-being of 
numerous numbers of clients, but at the cost to the focus on 
individual client needs. Waiting lists have been significantly reduced 
by the introduction of lAPT from approximately 6-9 months (Layard, 
2004) to as little as 20 days in the Doncaster pilot site (Richards & 
Suckling, 2008). While reducing waiting time can benefit clients, I 
recall having at least 40 active clients at a time to discuss in two- 
hourly weekly supervision.
There are many different models of supervision and one important 
model for lAPT could be the systemic-psychodynamic ‘seven-eyed 
supervisor’ model (Hawkins & Shohet, 1989). This model encourages 
the supervisor to look at the relationship between the client, therapist, 
supervisor and the political and economic context and how these are 
all inter-connected. However, in reality, LI supervision was rarely like 
this due to the sheer number of cases. Therefore, supervising 
numerous client interventions poses a challenge to the integrity of the 
profession in terms of what can be considered an adequate amount 
of supervision and what is ethical and good practice for the clients 
themselves. In my opinion it is highly likely, with large caseloads, that 
all the vital functions of supervision cannot be performed for the 
benefit of each individual client, which may pose a risk to both clients 
and staff.
Managing Client and Staff Risk
Software enables the efficient and accurate monitoring of client 
outcomes and can alert supervisors to risk. However, I accumulated 
over one hundred and 30 cases in nine months of working in lAPT 
and supervision was very often centred around managing the 
throughput and status of each client, rather than the process of the 
clinical work. I felt this constituted a risk to both client and staff in
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terms of a lack of depth of discussion about clients and the sheer 
responsibility of having numerous clients on a caseload, which could 
not all be discussed. I therefore often felt ‘consciously incompetent’ 
(Maslow in Eraut, 1994) because I was not getting the appropriate 
support or time to reflect on my work and make theory-practice links. 
As LI workers, we were expected depend heavily on ‘concrete 
experience’ and ‘active experimentation’ alone (Kolb, 1984), which 
can carry a heavy burden of responsibility if interventions are 
unsuccessful.
As a profession, I believe CPs benefit from an important role in 
ensuring staff receive adequate emotional support and training in 
self-care. There is a continuing role for CPs to develop the 
supervision of LI workers so it is less like ‘caseload management 
supervision’ and more clinically relevant, focused on developing 
therapeutic skills. In my view, risk protocols also need to be put in 
place, which recognise the complexity in the way services are 
designed.
5. WORKING WITH DIVERSITY
5.1 Client Benefits 
Increasing Equality of Access
CPs are beginning to work in eclectic ways with diverse groups by 
partnering with different community and voluntary organisations to 
meet the needs of black, minority and ethnic (BME) groups. The 
Wandsworth I APT service works in a range of settings including 
community centres, libraries, churches, temples and mosques. In my 
opinion, this could help services present as less stigmatising and 
more accessible. An example of one of these projects is the Tamil 
initiative (Gilleard et al. in Turpin, 2007) which is involved in 
developing self-help information in Tamil, based on NICE- 
recommended treatments Tamil-speaking lAPT workers are also
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trained to run mental health courses on relevant topics such as 
coping with loss, conflict resolution, relaxation and anger 
management.
Client Consultation and Involvement
CPs have skills in liaising with and facilitating the participation of 
clients in service design and evaluation (e.g. Hayward et al., 2006 in 
Turpin, 2007). Through consultation with clients on various 
committees, CPs can therefore aid commissioners in understanding 
how clients and other stakeholders can work with the organisation to 
add value to the service. CPs also have a role in promoting and 
actively supporting service-user and carers groups and forums, and 
are needed to ensure that the services are culturally appropriate in 
ways that respect and value the diversity of clients and are informed 
by client preference and choice (Hope, 2004).
5.2 Challenges and Benefits to the profession 
BME Group Barriers
The barriers faced by BME communities to accessing mental health 
services are numerous and will vary considerably from group to 
group. Broadly, CPs may need further training to develop 
competencies in working with diverse groups and may rely on good 
joint working with CPs from differing ethnic backgrounds, who can 
provide consultation and share cultural and religious knowledge and 
experience. However, this could be enriching to the profession and 
help with the development of the evidence-base where there may be 
gaps in the research.
In addition to language barriers, there could be significant cultural 
barriers for clients trying to access mental health treatment from 
‘mainly eurocentric-focussed health professionals’ (Turpin, 2007, 
p.49). CPs may have difficulties understanding how culturally diverse 
groups express mental health problems and how they conceptualise
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the help they wish to receive. Although there is a degree of 
consultation with clients, lAPT services have essentially gone into 
BME communities with a pre-package sets of NICE CBT 
interventions, which may not be appropriate for cultures who live in 
communities with less focus on autonomy and individual choice. It 
would therefore be important for CPs to work flexibly with more 
collectivist groups and draw on other psychotherapeutic models such 
as systemic theory.
Clients with a Learning Disability (LD)
CPs in lAPT need to make sure that services do not discriminate 
against any specific vulnerable groups and that adequate funding is 
put into appropriate services for minority groups. Currently, people 
with a LD are expected to access mainstream I APT services (DoH, 
2009), which would not be appropriate for people with moderate to 
severe LD due to an emphasis on reading aptitude and self-help. 
There would be a lack of lAPT funding for essential work with this 
group such as consultancy and indirect work with staff and family 
carers. CPs would therefore have an important role in leading the 
adaptation of materials for this group, making information more 
accessible, considering including advocates or carers in sessions 
(DoH, 2009) and bidding for funding for alternative services for those 
with moderate to severe LD.
6. LEADERSHIP
6.1 Client Benefits 
Leadership Qualities
Clinical leadership is defined as ‘facilitating evidenced-based practice 
and improved patient outcomes through local care' (Millward & Bryan 
in Turpin 2007). CPs can provide leadership at both the 
organisational level and within clinical teams. There is an emphasis 
on CP trainees developing leadership qualities in line with the NHS
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(2006) ‘Leadership Qualities Framework’: ‘self-awareness’, ‘self­
management’, ‘setting direction’ for the future, ‘collaborative working’ 
and ‘leading people through change’. CP trainees are therefore 
expected to learn skills to motivate teams, resolve conflict, manage 
transitions in teams and adapt to change.
Leadership qualities are particularly important when managing the 
effects of budget cuts, staff redundancy and service re-design and 
reconfiguration in teams: lAPT cost mental health services 170 
million pounds in two years (DoH, 2008), which has impacted on less 
funding for community mental health teams (Jones-Berry, 2010) and 
other mental health services. Because CPs are able to cope in a 
‘complex environment’ where there is increased ‘blurring of 
organisational boundaries and the requirement to work in 
partnership’ (NHS, 2006, p.5), they can be resilient to change and 
can help clients through change by informing and consulting with 
them.
Organisational Level Input
CPs have an important role in developing standards across services, 
such as core standards for supervision and audit. lAPT also shows 
that CPs can use research evidence to inform policy and services 
nationally (Clark et al., 2008). There are many additional roles for 
CPs in developing care pathways and to advise on appropriate 
needs assessments, assessment tools and interventions. Turpin
(2007) also suggests that commissioners should consider seconding 
applied psychologists to advise on commissioning frameworks and 
funding bids for services because of their diverse skills and 
knowledge and ability to lead evidence-based practice. This could 
have a positive top-down influence on the quality of care clients 
receive.
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6.2 Challenges and Benefits to the Profession 
Commissioning Specialist Services
As leaders of lAPT services, it would be unethical of CPs not to also 
focus on the psychological input of groups who are unlikely to work 
and contribute the economic agenda of lAPT, or those who may not 
benefit from psychotherapy (e.g. people with dementia, children 
under five or clients with brain injury). The Division of Clinical 
Psychology et a!., (2003) show that only 31% of CPs work in adult 
mental health - It would therefore be detrimental to the profession if 
other services had less funding. CPs need to work with 
commissioners to ensure they are aware of the importance of their 
work outside lAPT and that services meet the needs of the 
population. CPs could also use economic arguments, if necessary, 
for the maintenance of alternative psychological services to lAPT 
(e.g. demonstrating that paying for the psychoeducation of carers in 
a dementia service keeps government respite costs down).
7. DISCUSSION
I began this essay with an overview of five different ways CPs can 
relate to lAPT services for the benefit of clients and noted that these 
relationships also gave rise to some of the benefits and challenges to 
the profession. The five areas were evidence-based practice, 
training, clinical supervision, working with diversity and leadership. 
Clients benefit through the additional value that CPs add to lAPT 
services beyond psychotherapy. A few examples of this were that 
CPs, as leaders of services, could ensure quality and monitoring of 
the efficacy of lAPT interventions through supervision and staff 
training. Clients also benefitted from involvement in consultation and 
innovative ways of promoting mental well-being in diverse groups.
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However, I argued that it is crucial for CPs to be involved with the 
commissioning of services. This could ensure that clients across the 
lifespan, those who may not be able to go to work or benefit from 
CBT or any psychotherapy, access alternative services. Promoting 
commissioning of diverse services would also be in keeping with the 
range of skills and expertise CPs possess through doctoral training 
and CPD. Furthermore, if funding for lAPT was to end due to 
insufficient evidence for the Layard Hypothesis (as shown in Glover 
et al., 2010), the profession would still continue to have a future.
One last point of exploration is the nature of the relationship between 
the NHS and CP as the main employer. Hassall and Clements (2011) 
think that the NHS pressures CPs to ‘do therapy aimed at alleviating 
some quasi-medical disorder’ because this is an activity which is 
‘convenient [and] readily monitored by managers’ (p.8). In the efforts 
to find job security, the profession may have sought solace in 
delivering psychotherapy, but it is important for CPs to have a 
relationship with the NHS management and commissioners, in order 
to re-negotiate and inform of our additional abilities as applied 
psychologists. This could ensure a resilience and adaptability of the 
profession, which filters through to doctoral training.
60
Psych. D. Academic Dossier
8. REFERENCES
Beck, A. T. (1976). Cognitive therapy and the emotional disorders. 
New York: Penguin Books.
Beck, J. (1995). Cognitive therapy: Basics and beyond. New York: 
The Guilford Press.
Bower, P., Gilbody, S. Richards, D., Fletcher, J & Sutton, A. (2006). 
Collaborative care for depression in primary care. Making sense of a 
complex intervention: systematic review and meta-regression. British 
Journal of Psychiatry, 189, 484-493.
Burns, J. (2011). Clinical psychology getting lost? Accident, strategy 
or symptom? Clinical Psychology Forum, 217, 19-21.
Clark, D.M., Layard, R. & Smithies, R. (2008). initial evaluation of the 
two demonstration sites (CEP Discussion Paper no.897). London: 
LSE.
Cromby, J., Diamond, B. Kelly, P., Moloney, P., Priest, P., Smail, D. 
et ai., (2008). Our big fat multi-million pound psychology experiment. 
The Midlands Psychology Group. Retrieved on 20^  ^ January from 
http://www.midpsy.org/bigfat.doc.
David, E., Okazaki, S. & Saw, A. (2009). Bicultural self-efficacy 
among college students: Initial scale development and mental health 
correlates. Journal of Counselling Psychology, 56(2), 211-226.
Department of Health (1996). NHS psychotherapy services in 
England: A strategic review. London: The Stationery Office.
61
Psych. D. Academic Dossier
Department of Health (2008). lAPT implementation plan: National 
guidelines for regional delivery. London; The Stationery Office.
Department of Health (2009). improving access to psychological 
therapies, learning disabilities positive practice guide. London: The 
Stationery Office.
Division of Clinical Psychology, British Psychological Society and 
Department of Health (2003). English Survey of Applied Psychology, 
Leicester and London.
Emerson, E. (2011). Not sure about the past, but certainly recognise 
the present. Clinical Psychology Forum, 217, 13-15.
Eraut, M. (1994). Developing professional knowledge and 
competence. London: Farmer Press.
Glover, G., Webb, M. & Evison, F. (2010). Improving access to 
psychological therapies - A review of the progress made by sites in 
the first rollout Year. North East Public Health Observatory. Retrieved 
2"^ December 2010 from http://www.iapt.nhs.uk/wp- 
content/uploads/iapt-year-one-sites-data-review-final-report.pdf
Gurnani, P.D. (2011). Correspondence. Clinical Psychology Forum 
2Y 7, 3-4.
Hassall, R. & Clements, J. (2011). Clinical psychology getting lost? 
Accident, strategy or symptom? Clinical Psychology Forum, 217, 7- 
12.
Hawkins, P. & Shohet, R. (1989). Supervision in the helping 
professions. Milton Keynes: Open University Press.
62
Psych. D. Academic Dossier
Hope, R. (2004). The ten essential shared capabilities - A framework 
for the whole of the mental health workforce. London: Department of 
Health.
Howard, S. (2006). Psychodynamic counselling in a nutshell. 
London: Sage Publications.
Jones-Berry, S. (2010). Anger over threat to mental health trust jobs. 
Retrieved on 2"^ January 2011 from 
http://www.getsurrey.co.Uk/news/s/2083874_anger_over_threat_to_ 
mental_health_trustJobs
Khan, N., Bower, P. & Rogers, A. (2007) Guided self-help in primary 
care mental health: Meta-synthesis of qualitative studies of patient 
experience. British Journal of Psychiatry, 19*/, 206-211.
Kolb, D. A. (1984). Experiential learning. Englewood Cliffs, N.J.: 
Prentice Hall.
Lambert, M. J., & Barley, D. E. (2002). Research summary on the 
therapeutic relationship and therapeutic outcome. In J. Norcross 
(Ed.), Psychotherapy relations that work: Therapist contributions and 
responsiveness to patients (pp. 17-36). New York: Oxford University 
Press.
Lavender, T. & Hope, R. (2007). New ways of working for applied 
psychologists in health and social care -  The end of the beginning. 
Leicester: British Psychological Society.
LaVigna, G., Willis, T.J., Shaull, J.F., Abedi, M. & Sweitzer, M. 
(1994). The periodic service review: Total quality assurance system 
for human services and education. Baltimore: P.H. Brookes.
63
Psych. D. Academic Dossier
Layard, R. (2004). Mental health: Britain’s biggest social problem? 
London: London School of Economics. Retrieved 2 f*  January 2011 
from http://cep.lse.ac.uk/textonly/research/mentalhealth/RL414d.pdf
Layard, R. (2006). The case for psychological treatment centres. 
British Medical Journal, 332, 1030-1032.
Llewelyn, S. & A. Cuthbertson (2009). Leadership, teamwork and 
consultancy in Clinical Psychology. In H. Beinart, P. Kennedy and S. 
Llewelyn (Eds.) Clinical Psychology in practice (pp.350-363). Oxford: 
Wiley-Blackwell.
Manpower Planning Advisory Group. (1990). Clinical psychology 
project report. Cheltenham: MPAG.
Minuchin, S. (1974). Families and family therapy. Harvard University 
Press.
National Institute for Clinical Excellence (2007a) (amended): 
management of anxiety in adults in primary, secondary and 
community care. London: National Institute for Clinical Excellence.
National Institute for Clinical Excellence (2007b). Depression 
(amended): management of depression in primary and secondary 
care. London: National Institute for Clinical Excellence.
Newman, M.G., Erickson, T., Przeworski, A. & Dzus, E. (2003). Self- 
help and minimal-contact therapies for anxiety disorders: Is human 
contact necessary for therapeutic efficacy. Journal of Clinical 
Psyc/?o/ogy, 59, 251-74.
National Health Service (2006). NHS leadership qualities framework. 
London: NHS Institute for Innovation and Improvement.
64
Psych. D. Academic Dossier
Onyett, S. (2007). New ways of working for applied psychologists in 
health and social care -  Working psychologically in teams. Leicester: 
British Psychological Society.
Prescott, T. (2007). "New ways of shooting ourselves in the foot and 
hopping on". Retrieved on 22"^ January 2011 from www.bps.org.uk.
Proudfoot, J., Swain, S., Widmer, S., Watkins, E., Goldberg, D.,
Marks, et al. (2004). Clinical efficacy of computerised cognitive-
behavioural therapy for anxiety and depression in primary care: 
randomised controlled trial. The British Journal of Psychiatry, 185, 
46-54.
Richards, D. & Suckling, R. (2008). Improving access to
psychological therapies in Doncaster: Evidence from the first year. 
Retrieved on 20^  ^ January 2011 from http://www.york.ac.uk/
healthsciences/pc-mis/images/4pp-1 .pdf.
Roth, A. & Fonagy, P. (2005). What works for whom? A critical 
review of psychotherapy research. New York: Guilford Press.
Turpin, G. (ed.) (2007). Good Practice Guide on the Contribution of 
Applied Psychology to Increasing Access to Psychological 
Therapies. Leicester: British Psychological Society.
Turpin, G. & Wheeler, S. (2008). Improving access to psychological 
therapies (lAPT): Supervision guidance. Retrieved 22"^ January 2011 
from http://www.iapt.nhs.uk/wp-content/uploads/2008/12/supervision- 
2008.pdf
65
Psych. D. Academic Dossier
Vanheule, S. (2009). Psychotherapy and research: A relation that 
needs to be reinvented. British Journal of Psychotherapy, 25, 91- 
109.
66
Psych.D. Academic Dossier
ASSIGNMENT: Problem-Based Learning (PBL) Task -A
Reflective Account
TITLE: The Relationship to Change
Year 1
DATE: May 2010
67
Psych. D. Academic Dossier
Contents Page no.
Introduction........................................................................................... 69
Attitudes to Change............................................................................. 69
Collaboration......................................................................................... 70
Leadership Struggles........................................................................... 71
The Presentation...................................................................................73
Clinical Work.........................................................................................74
Final Reflections...................................................................................75
References............................................................................................ 76
Appendix -  PowerPoint Presentation Slides...................................... 78
68
Psych. D. Academic Dossier
Introduction
Problem-based learning (PBL) tasks are group exercises aimed at 
promoting knowledge acquisition and learning through the 
exploration of a ‘stimulus’ (Wood, 2003, p.328). Our stimulus was 
‘Relationship to Change’: we had to present clinical and personal 
material using this theme and make theory-practice links which were 
relevant to our professional development. We decided to look at the 
impact of ‘forced change’ or bereavement on the changing roles and 
relationships within a trainee’s system. We presented this in week six 
to the other groups (Appendix 1 ).
Attitudes to Change
I was excited by the theme and enthusiastic about learning and 
exploring change with my new peers. A positive experience of group 
learning in a previous job helped me improve on my reflective 
scientist-practitioner skills. My expectation was that this group would 
fulfil the same role and it would be both liberating and meaningful to 
have this time to reflect on our relationship to change, given that we 
were all going through change.
We had all overcome a challenging selection process to be accepted 
on to the doctorate. Therefore I saw the identity of our group as one 
where our relationship to change itself must have involved personal 
qualities such as resilience, intelligence, perseverance, dynamism 
and ability. On reflection, I now know that I was in fact projecting my 
own relationship to change on the group and not everyone appraised 
starting the doctorate in such a life-affirming way but instead 
expressed feelings of ‘imposter syndrome’ (Glance & I mes, 1978) as 
though they did not deserve to be there.
Many group members were wary of being evaluated and felt inhibited 
by the status of the facilitator. However, I was reassured by the
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facilitator’s encouragement and urges for us to see her in a different 
role. With my previous supervisor, I was able to improve 
communication and address a power imbalance in our relationship 
which inhibited me and negatively impacted my self-esteem. 
Therefore this helped me feel less intimidated than some of my peers 
by the facilitators’ authority. This experience resonated with a theory 
of change we later came across on how stress in a past experience 
can build resilience and prepare one for future stressors (Wheaton, 
1990). My reactions to the facilitator helped me realise how much 
our personal histories and scripts dictate how we will respond in the 
future, but also that overcoming previous adversity within my life has 
built confidence and resilience within me to manage change.
Although I was unaware of this perception, a course tutor has since 
given me feedback that I come across as confident and strong. My 
confidence to make changes comes from having a secure 
attachment relationship (Bowlby, 1969) with my mother; one that has 
given me a secure base for ongoing support and confidence to 
explore a world where there is both ‘danger and opportunity’, as the 
Chinese symbol for ‘change’ conveys (Mair, 2009). This attachment 
relationship resonates with the importance of a good therapeutic 
alliance with clients such that they can safely explore alternatives to 
their beliefs and behaviours to reduce their psychological distress.
Collaboration
During our brainstorming exercise, I learnt that that there are diverse 
but equally valid ways of approaching the same problem and that the 
steps to a shared outcome can be perceived very differently. 
Therefore, collaborating with and incorporating everyone’s ideas 
leads to a richer formulation or approach to the problem and greater 
cohesion within the group. This echoes the usefulness of a multi­
disciplinary approach in working with complex presentations.
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Our diversity of thinking also showed me that it is important to check 
out with clients, carers or colleagues what they understand by 
something you communicate and whether it makes sense to their 
way of thinking, processing information or problem-solving. I also 
learnt that you need to empathise with difference and try and see 
how a conclusion was arrived at before trying to convince of another 
idea. This is a profound lesson I learnt in terms of sharing a 
formulation with a client, as you need to show that you completely 
empathise with a client and can draw out their rationale, before 
providing evidence or ideas to the contrary (Beck, 1995). Fully 
understanding the other perspective also helps you to reflect on why 
you saw the same concept in a different way, what you bring or what 
makes you passionate about an idea that someone else is not.
Each member had many strengths which they could contribute and 
learn from. Some people were excellent at capturing our ideas in a 
pictorial or diagrammatic way; others brought a wealth of personal 
experience which we could tap into for the emotional and systemic 
context of our interpretation of the exercise. Everybody was 
personally and professionally committed to the process and so we 
were able to teach one another how to communicate links between 
the personal and professional. Members were also good at balancing 
decision-making and collaboration through listening to one another, 
respecting personal experiences of loss and commitment to work 
outside sessions.
Leadership Struggles
We had a rotating chair and scribe in our group. Interestingly, I felt 
submissive as scribe and less able to contribute; but as chair, I felt 
more able to be assertive and persuasive as I noticed that people 
look to you for structure and answers. Also, as chair, I was praised 
by the facilitator for validating members who did not feel confident
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about their contributions, but this happened less when I did not have 
the status of chair. It occurred to me that this is the power of having 
a mere label or title, as people use that title to create expectations of 
you, your knowledge and abilities. This experience resonates with 
the way a diagnosis can affect clients: the label ‘schizophrenic’ 
connotates danger and severe mental illness; but ‘lived experience’ 
inspires us to listen to the client’s narratives and reflect on how they 
have overcome adversity.
During induction, I felt inspired by the leadership narratives and I was 
beginning to reflect on my potential to be an NHS leader. I brought 
lots of material into the group which was used in the final 
presentation and I took on an active role in presenting and feeding 
back to the group. I also noticed I had skills I was previously unaware 
of such as making links between ideas, summarising and reflecting 
back within the group so we could review appropriate information to 
move towards a common goal. This also enhanced my ability to hear 
others’ views.
My confidence was facilitative in the initial stages of the group 
process; however, dynamics within the group changed in weeks four 
to six when there was time pressure on the group. Certain members 
became more dictatorial and forceful and wanted to make the final 
decisions: there was over-involvement or avoidance in decision­
making, depending on personality types (Cloninger, 1986).
I perceived that certain group members wanted to exercise their 
power and leadership over the group by having additional meetings 
at lunchtimes. No minutes were taken at these meetings, which 
made me feel vulnerable as it felt less professional and boundaried. 
In addition, key decisions were to be made by members of the group 
who had broken off to discuss something they thought we ought to 
change.
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When we learned about the systemic phenomenon of ‘escalating 
symmetry’ during lectures, where people compete to have the final 
word, it helped me understand our group’s behaviour. Tuckman’s 
(1965) theory of team development also helped me understand why 
we were ‘storming’ as a group before ‘performing’. Indeed, having 
knowledge of these theories was a relief, as it took away individual 
responsibility for the group’s ‘storming’ and rather made it feel like 
natural group psychological processes or symptoms of group 
dynamics. The way I responded to these theories felt (as I imagine it 
feels) when we share formulations with clients: the theories gave me 
a renewed understanding of the group’s problems and therefore 
enabled me to have more control over these difficulties.
The Presentation
The presentation contents were divided up in a way that protected 
group members’ personal contributions and identity. However, in 
doing this, it meant I was given a smaller role and did not get to 
present elements of the theories I felt most knowledgeable about. 
Since doing clinical case reports, I now see that the most important 
role in presenting sensitive information is that the individuals 
concerned are protected. Confidentiality is paramount and we all 
made a collective contribution to the process and so it did not matter, 
in hindsight, if I presented a small element I had less in-depth 
knowledge about.
It was helpful for the audience to reflect on how sensitive our subject- 
matter was. This suggested that we had become close in the group 
and trust had formed. However, at the same time, I did not feel fully 
comfortable using such personal material because I experienced the 
presentation as an uncomfortable interface between our personal 
and professional selves. Peer support from others with similar 
experiences helped me manage this as well as reflecting on
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feedback from my personal interview at Surrey: this suggested I have 
a tendency to not want to share personal information for fear of 
showing weakness or being evaluated. However, I have since 
learned that it is vital that I am able to share personal information in a 
professional manner in order to bring it into my consciousness and 
process it. Sharing personal information in a professional context 
also shows I am aware of how my experiences impact on my clinical 
work and relationships.
The fact that we had no humour in our presentation and that we did 
not use multimedia were weaknesses, in my opinion. My impression 
of the presentations is that they may have reflected the facilitator’s 
interests to an extent and therefore perhaps an inhibition within our 
group to do something less conventional. Another weakness is that 
due to time pressure we did not make time to reflect on the group 
process in the final weeks, and this meant we were more focused on 
presentation delivery than group processes.
Clinical Work
Each of my clients has an innately different reaction to making 
changes. Through supervision, I have learnt to reflect on the utility of 
certain models for different clients and to take into account their 
relationship to change. For example, for one client there are 
secondary gains to not making any changes to her level of 
independence because it serves the function of enhancing 
communication between her parents who are divorced. I am aware 
that I will need to work with the family’s beliefs about mental illness 
and how the safety behaviours within the network itself maintain my 
client’s dependency and lack of confidence to make changes. This 
also means that a systemic intervention rather than individual therapy 
is necessary for effective change to be possible.
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My client with schizophrenia has less conviction in his delusions and 
is beginning to believe the voices are coming from him. However, to 
integrate these experiences into his self-concept rather than ‘seal- 
over’ (McGlashan, 1987) is to believe that he is not special and 
exposes his low self-esteem (Bentall, 1994). Therefore, for him to 
change his relationship with his voices and delusions is to experience 
‘role depletion’ (Lenaghan & Sengupta, 2007) or the loss of a belief 
that made him feel unique. We therefore have to weigh up the costs 
and benefits of changing his beliefs in the future.
Final Reflections
It is no surprise to me that there are health-related benefits of 
reflective writing (Pennebaker, 2000). In keeping a reflective diary we 
are giving weight to our thoughts by bringing them into 
consciousness and binding them to a time and context in which they 
can be interpreted and learnt from. Reflective writing can also help us 
see where we filter or interpret events using a particular theoretical 
lens based on our personal history or teaching. Reflection also 
means that our learning can be dynamic, rather than static, and 
responsive to our environments.
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Introduction
In the beginning of the first year, as Trainee Clinical Psychologists, 
we were introduced to the concept of ‘problem-based learning’ (PBL) 
(Wood, 2003). These tasks are designed to stimulate group learning, 
collaborative working and reflective practice. Our first PBL task was 
the ‘Relationship to Change’: we had to explore psychological
theories of change and how people process and react to change in 
individual, group and organisational contexts. Similarly, at the 
beginning of our second year, we were set another PBL task. This 
also involved staying within our trainee Personal and Professional 
Learning and Discussion Group (PPLDG), which meets five times per 
term to discuss the impact of clinical psychology training on our 
personal and professional lives.
The year-two PBL task, on which this reflective account is based, 
involved presenting our ideas on a complex case study of a three- 
generational family network. The case material and task is shown in 
Appendix 1. In the case example, Mr. and Mrs. Staines were parents 
of twins and were said to have a mild learning disability. There is 
evidence of physical neglect and emotional abuse of the twins. Mrs. 
Staines is also being physically assaulted by Mr. Staines when he 
drinks alcohol. The twins are taken into care and the question for us, 
as Trainee Clinical Psychologists, is around whether the children 
should be considered for adoption or returned to their parents with a 
rehabilitation programme in place.
This reflective account is separated into five main headings, which 
broadly relate to essential clinical psychology skills within the 
National Health Service (NHS) or other organisational contexts: 
presentation skills, leadership, complex formulation, report writing 
and group work. These headings also reflect five skills I feel I have 
further developed, since working on this PBL task, while on my 
learning disabilities placement.
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Presentation Skills
The PowerPoint presentation we delivered is shown in Appendix 2. 
We decided that a debating format would give us the opportunity to 
thoroughly research and present both sides of the argument ‘for’ and 
‘against’ adoption of the twins, as well as show how both outcomes 
would affect everyone in the family and professional systems. 
Presenting both arguments also enabled us to remain curious, 
impartial and evidence-driven, which are important qualities to have 
as Clinical Psychologists. Given that the case study is complex, our 
feedback from the panel was that we communicated all the issues in 
a thorough, concise and clear way. We also made time to explore 
each of the issues in depth and find both research evidence and 
government guidance on issues. This helped strengthen our 
arguments and assisted the audience in easily weighing up the pros 
and cons of adoption.
From the experience of presenting material in a debating format in 
such a prepared and thorough manner, I learnt that, in team 
meetings or when discussing complex issues in supervision or other 
contexts, it is important to be well-prepared on good practice and 
research evidence; to delineate specific issues or themes and to 
communicate clearly any consequences of actions or decisions on all 
parties involved. In team meetings and in supervision, I am now more 
able to say the pros and cons of assessment and intervention, make 
a contribution to decisions which need to be made about client care; 
and consider how these will impact people within the system.
Another strength of our presentation, which feeds into the skills I 
have developed, is injecting improvisation, where necessary, and 
humour into presentations. One group member was absent on the 
day of the presentation and so another group member, who knew the 
main elements of her speech, decided to say both the ‘for’ and 
‘against’ sections. To do this, she had to run to the other side of the 
room and call herself another name. The audience responded well to
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U S explaining that we had to do this by laughing and showing interest 
and engagement. This misfortune did not detract from the key 
messages we needed to make. This showed me the importance of 
not catastrophising when things do not go to plan. I am now more 
able to improvise and see the positives in situations when they do not 
go to plan. I am now more able to explain my limitations, background 
issues or any difficulties I may have faced before presenting the 
information to an audience. This was reflected in the excellent 
feedback my supervisor and I received while doing challenging 
behaviour training for care staff. I was able to explain that I had only 
worked with people with challenging behaviour and learning 
difficulties for a few months and be open about my experience of 
learning how to work in this setting. An openness about personal 
limitations and a willingness to inject humour in the face of adversity 
warms an audience to you and creates a positive cycle: as a 
presenter you feel less anxious and the audience is consequently 
more relaxed and engaged, which is positively reinforcing of a 
humorous and open presenting style.
Leadership
The year-two PBL task was more structured and focused with plenty 
of information. The year-one ‘relationship to change' PBL was so 
broad it was more difficult to contain group anxiety about where to 
focus and how much to read, which lead to difficulty selecting and 
allocating specific reading, setting goals and reaching decisions. This 
is analogous to Forsyth (2010) who says ‘groups that set clear, 
challenging goals outperform members who have lost sight of their 
objectives (p.297)’. This shows the importance, as a leader, of giving 
people specific information and clear instructions, goals and 
suggested steps to consider. Under these conditions, even where 
there are strong differences of opinion, personalities or learning 
needs, groups have a greater chance of working effectively together.
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I also learnt the importance of ‘ownership’ of the task for group 
members’ motivation and success. Research from the Ownership 
Associates, Inc. (2001) shows that employees’ interpretation of 
ownership is fundamentally important. Group members benefitted 
from three aspects in particular relating to this construct of 
‘ownership’: being included in decision-making (participation), having 
sufficient impact on the work (influence) and having an equal 
contribution (fairness). I feel that doing group work in pairs initially 
(one person ‘for’ and ‘against’ the motion) positively supported this 
context of ‘ownership’.
However, after working in pairs, it became apparent that there was 
no leader to take the information forward and combine it. We decided 
not to appoint a chair or scribe in the initial stages so that the task felt 
more relaxed. This may have worked initially while we were 
discussing the information, allocating work and coming up with our 
arguments, but towards the end of the process we needed someone 
with an overall understanding of how all the information was going to 
be collated and presented. I communicated this with everyone, asked 
to chair for one week and wrote an agenda. The group understood 
that this was necessary and I ensured, as best I could, that I chaired 
in a collaborative manner, incorporating everyone’s input. This 
experience shows that a chair is usually required -  chairing meetings 
is also a skill of leadership, which the NHS are encouraging Clinical 
Psychologists to become (Department of Health, 2004).
Complex Formulation
As Clinical Psychologists, we possess the unique skill of ‘formulation’ 
as applied psychologists (Manpower Planning Advisory Group, 
1990). We have a duty to share formulations with clients, carers, 
groups, staff and multi-disciplinary colleagues for the enrichment of 
direct, indirect work and consultation. Since working on this PBL
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task four months ago, which drew on systemic, psychodynamic and 
cognitive formulation (as well as other psychological theories and 
research), I have greatly developed my integrative formulation skills. 
This has meant that I feel less intimidated when working with 
complex client issues or trying to understand what may be going on 
for an individual or system. I have also become more apt at sharing 
formulations of complex cases with multi-disciplinary team members 
to improve their understanding of clients and help them decide the 
best services to meet their needs.
On my learning disabilities placement, I was asked to do an autism 
assessment for a client with a complex forensic, substance misuse 
and trauma background with a history of neglect and abuse who lived 
in multiple care homes and had gone to many different schools -  all 
of which had broken down. He had also recently started hearing 
voices. Through a standardised assessment, I was able to explain 
that it was unlikely that he had autism, but that a lack of secure 
attachment figure combined with substance misuse and a trauma 
history may have contributed to his psychosis. I also said that I 
thought that absence of a trustworthy and safe attachment figure 
may have led to his difficulties expressing and understanding his 
emotions and the intentions of others (Holmes, 2001). If we think in 
terms of evolution and survival, I explained to this client’s keyworker 
that it makes sense for him not to show his emotions in case of 
revealing vulnerability, which could expose him to exploitation. These 
hypotheses are supported by Holmes’ (2001) literature on the effects 
of disorganised attachment on self-soothing and emotion regulation, 
which stems from the frightening experience of having a parent which 
one needs to both avoid and seek proximity to for survival.
Similarly, my supervisor has since commended my formulation skills 
at a Positive Practice Forum, where clients with a learning disability, 
challenging behaviour and sexuality issues were discussed and 
where there were difficult ethical dilemmas and decisions to be
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made. My supervisor was impressed that I was able to communicate 
that a client’s sexual desire and yearning to be ‘normal’ was at odds 
with his Clinical Psychologist’s idea to suggest a sex worker for him. I 
explained how his father’s terminal illness and mother’s denial and 
escape of this through over-work, may mean this would be a 
particularly vulnerable time for him. This could also reinforce low self­
esteem, poor self-image and family scripts about the impossibility of 
a ‘normal’ life for this client. I think this PBL task enabled me to think 
of a client deeply in this way - one I had never met. I was surprised 
that the Clinical Psychologist was interested and took on board my 
formulation and recommendations.
Report Writing
We had a lecture on ‘Parents with Learning Disabilities’ shortly after 
the PBL task and one of the Clinical Psychologists had worked with a 
family like ‘Mr. and Mrs. Staines’. It was her belief, which was backed 
up with evidence, that the parents of a newborn baby could be 
supported to look after the child; however, the court forced the 
mother of the baby to live with the maternal grandmother, despite 
significant difficulties in their relationship. I really wanted to know that 
the lecturer had presented evidence to the courts about the parents’ 
ability to look after their child; and when she said she had not, I felt 
very defensive about this. This was partly because my section of the 
debate (Appendix 3) was full of evidence that this was not best 
practice. I felt that the parents were not given a fair chance, in 
particular the father who was more able to parent than the mother. It 
was unfortunate that he misused substances as a way of coping with 
the loss, which further perpetuated the view that he could not look 
after his family.
Since doing the PBL task I have become more aware of the 
importance of clinical report writing as a method of communicating
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the work we do with clients. I have also learnt that a separate letter 
should be written to the client in more accessible language, so they 
can actually make use of our recommendations and formulations; 
and so that an understanding of the client is shared with current and 
future professionals working with them. We are all so dominated by 
written words in our communication. The PBL task made me realise 
how bounded by words the law and society is and how confusing, 
chaotic and frightening it must people for anyone, let alone someone 
with a learning disability, to navigate the legal system. For example, 
there is a definite conflict between The Children’s Act (2004) and the 
Disabilities Discrimination Act (1995). I really appreciate meeting 
advocates on my current placement and liaising with them because I 
feel there is a value of Clinical Psychologists as advocates, as shown 
in important qualitative research (Tarleton, 2007).
Group Work
In the PBL task Mr. and Mrs. Staines fail to attend parenting classes 
offered to them. Our group discussed many possible reasons for this 
including practical, financial and those relating to their learning 
disability. Hypothesizing about why Mr. and Mrs. Staines could not 
attend helped me think about why family carers of people with 
challenging behaviour were unable to attend our group. We had two 
attendees and had to cancel the group after the second session. This 
group was set up following good practice on training carers, as well 
paid staff, in how to manage challenging behaviour. However, there 
were so many barriers and difficulties to setting up and running this 
piece of training weekly, that it showed how difficult it can be to follow 
good practice. People may have had difficulties retaining information 
and attending due to stress, sleep deprivation or chaotic lives and 
would have found it hard to take time out of their caring role.
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Summary
In this reflective account, I have explored how a PBL task relating to 
a three-generational family system with multiple issues has inspired 
the group's, as well as my individual, learning. The examples of these 
were presentation skills, leadership, complex formulation, reporting 
writing and group work. I have demonstrated that the PBL 
experience has helped developed many professional clinical 
psychology skills; and this has impacted on how I now interact with 
clients, carers, teams and other forums on placement - in the NHS 
and in other organisational contexts.
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Appendix 1 -  PBL Case Material
Problem Based Learning Exercise
Child Protection, Dom estic VIolenas, Parenting, A ltachm entand  
Learning D isabilities
The Family
The Stainès Fam ily
Live ICNcaliy 
Supportive
Raised In the 
care system
No contact with mother and tetherSarah
The Professional network
/ \ / \ / \ / \  «Domestic Violence
WoraWTiAkfSlwMf
27/09/2010
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The Problem
The twins, Sally and Sarah Staines, were placed in short term foster care. 
following a recommendation of a foil child protection case aanference, and ^  y
enacted at an initial Court hearing, that the childmn continued to be at risk in ' '
the care of teeir parents. The chBdren vmm on the child p ro te a n  ro ister, 
under the categorfos of emotional abuse and negled The Children's Guardian 
(Court Reporter) has approached you, and asked you to help the Court by 
conducting a full risk assessment, and If apprc^riate, to help the Court 
disvèjffl ârtihabilitation plan for the chMdren. This is a jointlnstmction by all 
p a ffe  to tffe prbc» However the Local Authority wshes to pboe the
children for adoption, before it Is too lato, in the belief that Mr and Mrs Staines (a t
will never be abte to care ad^uately for their children. Mr and Mrs Staines 
„ ^ a r e  passionate in their commitment to have the children refomed to their care.
Whose problem is it? Why?
Some Background Inform ation,
Mr and Mrs Staines are wAwte English. They live on State benefits. Mm 
Starnes is described as a woman with learning disabilities, in the mild range. .
Mr Staines attended a school for childmn with special educationaf needsTFfe 
parente are members of a fundamentalist, evangelical Christian church. Social 
Services has not approached them as potential carers for the children, 
alttiough they would welcome such an approach. Mr and Mrs Staines do not 
read and write English. It shouW be noted that many long reports have been 
written about them, their chWdren, their care of their children and so on. Their 
solidtors read the reports out loud to them, usually once, and sometimes on 
the momirg of a Court hearing.
Staines has two older chiktien Bvina with separate adoptive families. She
is not abte to have contact with them at the moment, as it m s  dosed. ' *
adoption, th is  Is becetme her husband was e§rem ely violent to her, and 
threatened violence to foe previous soda! workers. Soaal Bervtœs staff 
feared for the safety of the adopters if their whereabouts were known. Mrs 
Stainespromised herself it wouki be different with this marriage and for these 
children. X jg L A
apparenuy oniy wnen irreonamo. one minimises nis uenaviuui, saymy u is 
y /  nothing com péecT^ ^ a t  her previous husband used to do to her. The two , ^
children have witnessed these arguments and assaults. Mr Staines has not —  «
been offered a servlœ from the local drugs and alcohol agency. ^
Mr Staines' parents are supportive. They buy clothes and toys for the chWran,
and occasionally buv food shooping for the family. Apparently, they are willing 
to look after the children, despite Mr Staines mother suffering from a painful 
rheumatic condition. MrsSWggs was raised in the Looked After Children 
'  " " \Â (iP0
Tw W W  0620 Problem Bmsd lj«mgEJtersise U X M  v2 P).(toc
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system, in a residential children’s home, and has no contect with her fatnilv of
Mr and Mrs Staines Five in conditions of deep poverty. They donrdtiave many cooU.
household appliances that work, and it seems that Mrs Staines struggles to 
Jnderstend the workings oflhe second-hand appliances donated to them by 
femily. It would seem teat Mr Staines understands foetr workings, but is not 
j prepared to use them. Social Servitres steff are most concerred about 
,  , physical neglect of the drildren’s needs. Family Centre staff say they have ^  ,
tried to er^age both Mr and Mrs Steihes in parenting classes, butfoe œuple —  ‘
do not attend on a regular basis. The Family Centi'e appointed a temily worker ?
©^Visit tee home, ana snow Mrs Staines ‘how to keep house*. The temily 
support worker has not been trained to work with parente w 8 f leæning 
cfeabilities. The Social Worker says the Department has offered foe femily 
everyfoing. and it makes no difference to the care of foe d ® r m  .
k im  WLtoowcA.
Mr and Mrs S ta in s  are desperate about foe loss of their children. They want 
them to come home. They fietoely resent foe foster carers, and the supervisor 
of their contact wifo the children. I he children's Guardian (Court Reporter) 
belteves the parents can learn to be 'good enouph* to s a t^  Social ServkxS 
requirements. Mrs Staines was referred to the local AMH service for help with 
feelings of despair and depression. She is taking anti-depmssant mpriirafa>n 
and is seeing a CPN for co u rS n g .
Prom # Questions
.....somefoing about paying attention to the professional network (liaison, -  
GOmmunicatian respective roles, different agendas)
.....something about safety, risk assessment and risk management -
.....smnethfoa aboit parmrtino aid teamfog .
.....something about chNd witnesses to domestic viotence and foe 
Lntergenerationai effects of domestic violence "
.something about foe effects of poverty and class discrimination 
C.....somefoing about literacy and vefoal wmprehension (êü5^63f anxiety and 
/stress on memory and comprehension, and^lhgriiss/ab iiity to express 
(ccmcems.andsay.‘I donlunderstandtiiesereports')
.....something about resilience, adversity, depression and œoino 
  something about pi^ i h  drinking, and unaddressed neerT ^
'  somefofoaabouttheg^ofqrefxIparentsinthecareofchWreri^ .
..something about children of parents with learning disabilities a i
-I something about gender issues and gender scripts
L_jÿ j
...somefoing about psycholt^iste, diild protection and the legal system
To W W  0630 fw W m  Bmd Learaa^ Exesass LDOütd v2 0).itoc
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Appendix 2 -  The PowerPoint Presentation
Adoption: 
the big
_______
The process
Why a debate?
" " " I" " ™ " " ™ '" ™ " '" ™  ------ -------------
Stepping away from our immediate positions 
Balance o f views
Collaborative research process to enable all group 
members chance to critically appraise 'the 
problem'
Difference between last years PBL and now_____
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MOTION
The Staines children should be adopted NOW'
For and against.... 
(Over to the debaters.
nput so far - for adoption now
Vast amount of input already provided to the 
Staines family
Concern over the grandmother's physical health
Concern over the family adopting traditional 
gender rotes
A lack of resources in the current economic climate
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on now
DoH (2007) Good Practice Guidelines for Working with People 
with an LD
- LD specialist team
- Child/adult liaison worker 
-Staff training
Disability Discrimination Act (1995)
- Adapt parenting classes
- home-based programmes (Hur^ 1997)
# ' Valuing People White Paper (2001)
-Advocate essential.
- Research; more respect^ empBonal support, challenge poor 
practice (% rleton, 2 00 7 )
 ^ Kinship care
« Family's strengths & further assessment
for adoption now
Duty to protect children at risk.
Language, motor skills, cognitive and social development. 
Poor long term outcomes for children exposed to DV, 
physical neglect, poverty.
Girls exposed to DV at greater risk of trauma and suffering 
domestic abuse in later life.
Maternal depression - secure attachment less likely to be 
protective factor,
* 'Denial' as coping strategy (common trait in adults with a 
LD when placed under stressful circumstances) - reduces 
likelihood of further interventions being effective.
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on now
Positive risk taking and reducing risk 
Enriching environment and challenging poverty
Individualised treatment for depression and
1
Poor long-term outcomes for looked-after 
children-mental health, education, erriployment 
and social issues etc '
adoption now
Attachment is crucial at this stage 
Children's Act - Children's welfare paramount 
Power or Responsibility?
What about further pressure on resources 
and finances?
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Sorry, scene
Please wait patiently while we 
change the scenery...
Attachment and p ow er- against 
adoption now
Bond with the birth family
Considering attachment systemically
Childrens Act...Human Rights Act...Valuing People
Power and the context of parents with learning
disabilities
» Transference and the team
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Recommendations
R e fe r t )  LD  te a m  w ith  sp ecia lis t
' ÏW W m  ' ' - /  .
W iv id u a M s e d  tre a tm e n t o f 
d ep ress io n an d  a lcoh o l issues
C o nduct fu rth e r assessm ent 
in c lu d in g  c o g n itiv e  and  o ccu pation al 
fu n c tio n in g
A ssess and  su p p o rt ex is tin g  
re la tio n sh ip s  and  a ttach m en ts
w ith in  th e  fa m ily
In d iv id u alised , s p e d a lis ttra in in g  to  
h elp  w o rk  app liances
C o nsider h o w  tra n s fe re n c e  in  th e  
te a m  is c o n trib u tin g  to  decision
A ssess th e  p aren ts  based on fair 
c rite ria , an d  n o t m o re  s tric tly  th a n
Review of financial sAuationiand : -iij
tra in in g  in  m o n ey  m a n ag em en t 
techniques j  ^
Ad#pt p aren tin g  c la v e s  o r use a 
home-based progrwrne
- :/C b h # # f  k in 0 ^  
re la tio n s h ip  w ith  g ran d paren ts
F u ll risk  assessm ent inc. ongoing  
m o n ito rin g
: ::0 o y id e  a s p e d a lis t a d v % a te  ■
What have we learnt?
Our debate represents our personal and 
professional experience and the diversity in the
This debate sits within a broader historical and 
cultural context, both in terms of parenting and 
learning disabilities ;
s The role of the psychologist in bringing together 
diverse views, hypothesising and formulating
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Questions?
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Appendix 3 -  IVIv Section of the Debate 
PBL Summary -  Against Adoption: A Critique of the input So 
Far in the Context of Best Practice
I am arguing against adoption now! Are we really in a position to say 
we’ve tried everything? The 2007 Department of Health Good 
Practice Guidelines on Working with Parents with a Learning 
Disability (LD) states that clients should always be referred to an LD 
specialist team with a liaison worker when their children have been 
referred to child services. Keyworkers and staff working with clients 
with a learning disability must also have some specialist training or 
supervision.
Because the parents have not been referred to specialist services, 
the parenting classes were not tailored to them. This is a requirement 
of the 1995 Disability Discrimination Act. Such groups can be 
disempowering and perpetuate feelings of inadequacy. Conversely, 
home based programmes which emphasise practical skills, 
interaction, reinforcement and pictorial materials are the most 
effective.
The 2001 Valuing People White Paper also says it is essential that 
an advocate is provided who is trained in both child protection 
proceedings and working with people with learning disabilities. 
Qualitative research shows that advocates enable these parents to 
feel treated with more respect, have their voice heard, receive 
guidance and emotional support and to challenge poor practice as I 
am aiming to do today!
Finally, the family’s strengths have not been taken into consideration. 
The grandparents have expressed an interest in looking after the 
twins and have the right to have their wishes heard and to be 
supported in this process. Research shows there is less stigma or 
trauma from separation for the children in kinship care.
Further assessment is crucial in helping this family. Do we even have 
a clear understanding of whether they meet the criteria for a learning 
disability? A cognitive assessment could indicate skills which could 
be built on as well as ways to compensate for any difficulties. An 
Occupational Therapy assessment would also be helpful so we have 
an understanding of the parents’ practical skills and know for sure 
that it is not Just that the appliances in their home do not work or 
could merely be adapted for their use!
I urge you to reconsider permanently removing the children and to 
refer these parents for the appropriate support and guidance they 
need are and have a right to!
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ASSIGNMENT: A Reflective Account of the First Year 
Trainee Personal and Professional Learning and 
Discussion Group (PPLDG)
TITLE: Group Work, Development and Process
Year 1
DATE: September 2010
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First Year PPLDG Summary
PPLDGs are trainee groups facilitated by course tutors or regional 
Clinical Psychologists, which meet around five times per term. Its 
aim is to provide a secure and intimate space for trainee reflections 
on the personal and professional aspects of clinical psychology and 
working for the National Health Service (NHS). Initially during 
induction, the group engaged in a problem-based learning task after 
which we met to record video role plays of mock assessments. 
Other ‘work’ included case discussions, explorations of the 
therapeutic and supervisory relationship, discussion of service, 
ethical and placement issues and trainee self-care.
Towards year-end, we presented our genograms in confidential 
dyads, with one session to feed back common themes. In this 
reflective account, I look at how the group and I mutually contributed 
to learning within the group. Themes from my learning included 
refraining from interpreting ‘right’ and ‘wrong’, considering 
transference processes as a therapist, relationship to time 
boundaries, role strain and the differences between my group and 
dyadic attachment style.
My main contribution was resonating with other members’ 
experiences of training and contributing a balance of ‘relations- 
oriented’ leadership as opposed to the more ‘task-oriented’ 
leadership originally forming in the group. I also reflect on the 
strengths and weaknesses of the group and its possible future 
directions. Attempts are made to link my group experiences to an 
evidence-base, drawing on psychological theory and research. 
Throughout, I also show the relevance of the group experience to 
working in the NHS with clients and in teams.
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ASSIGNMENT: A Reflective Account of the Second Year 
Trainee Personal and Professional Learning and 
Discussion Group (PPLDG)
TITLE: The Search for Group Purpose
Year 2
DATE: July 2011
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Second Year PPLDG Summary
PPLDGs were set up for trainees to have a safe and intimate space 
to explore their personal and professional development, group 
dynamics and how this relates to working in the National Health 
Service (NHS). This reflective account covers the history of the group 
over two academic years. It is structured around how and why the 
group lost its sense of purpose and which factors promoted or 
hindered this.
There were several factors which seemed most associated with 
regaining a sense of purpose: the influence of the facilitator, 
avoidance of conflict, my own core beliefs about hierarchies, 
reflective discussions about clinical practice, exploring individual 
strengths and values and feeling nurtured. ‘My experience of group 
processes’, ‘my contribution to the group’ and ‘its contribution to my 
learning,’ over the two years, are the three overarching themes.
I also reflect on my developmental change over the two years in 
terms of my understandings and perceptions of group dynamics and 
working in teams. My opinion of the group’s strengths and 
weaknesses are highlighted; and the account ends with how the 
development of the group could shape its future. References are 
made to psychological theory and research.
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CLINICAL DOSSIER
This section highlights the nature of the work undertaken during 
clinical training placements over three and a half years. It also 
presents the summaries of five case reports written on clinical 
assessments and interventions conducted on different placements. I 
worked in a range of services for people across the lifespan, whilst 
completing the doctoral course. Clients presented with various 
functional and organic mental health problems as well as physical 
health problems.
I completed six placements during my training. These were in adult 
and older adult mental health, adult learning disabilities, a specialist 
neurorehabilitation team and separate neuropsychology service; I 
also completed two placements with children and families in child 
and adolescent mental health services (CAMHS). These teams were 
mainly multi-disciplinary and based in community or out-patient 
settings.
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OVERVIEW OF CLINICAL PLACEMENTS 
(September 2009 -  March 2013) 
Year 1: Adult Community Mental Health Team
This one year NHS placement was based in a community mental 
health team (CMHT) for adults with severe and enduring mental 
health problems. Clients presented with a range of mental health 
problems which included psychosis, borderline personality disorder, 
depression, bipolar and anxiety disorders.
A range of core competencies were developed throughout the 
placement, which set the foundation for training as a Clinical 
Psychologist. These included client engagement, building the 
therapeutic alliance, therapy, assessment, formulation and 
intervention skills. The main therapeutic model was Cognitive 
Behavioural Therapy (CBT). Interventions included one-to-one and 
group CBT as well as family work for psychosis.
A service-related research project (SRRP) was conducted within this 
service. This was an audit of the interventions offered to people with 
a diagnosis of psychosis and the extent to which these complied with 
NICE (2009) guidance.
Year 2: Community Team for Adults with Learning Disabilities
This placement was based in a Social Services department with 
multi-disciplinary staff from both Social Services and the local 
Primary Care Trust. My clients were adults with learning disabilities 
across the spectrum of severity, who lived in the community. Many 
clients had co-morbid mental health problems and developmental 
disorders such as Autism Spectrum Disorder (ASD) and Downs 
Syndrome. One-to-one therapy, consultation and group work in this 
setting drew on behavioural, systemic and CBT models.
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My supervisor was the lead challenging behaviour specialist and so 
the majority of clients were referred for consultation on the 
management of challenging behaviour. As such, interventions 
involved consultation and training to staff teams and family carers. 
Extended assessment was also a focus of the work, with specialist 
routine dementia assessment for clients with learning disabilities 
approaching the middle stage of life.
Year 2: Child and Adolescent Mental Health Team
This placement was based in an NHS out-patient service in a multi­
disciplinary team (MDT) for children and families with mental health 
problems and developmental disorders. I worked with a range of 
presentations intervening on an individual, family and group level. 
The presentations included obsessive compulsive-disorder (OCD), 
Post Traumatic Stress Disorder (PTSD), anger, tics and other anxiety 
disorders as well as problems with exclusion from school. The 
psychological models used were based on CBT, behavioural and 
systemic formulation. Effective novel ways of working were 
introduced in my training, which involved intervening with the parents 
alone in therapy sessions over time to treat the child indirectly.
Unfortunately, the service context was such that the team had 
changed NHS Trusts three times in three years and was under 
enormous pressure in terms of resources and re-organisation. During 
this difficult time, although my clinical skills were satisfactory, it was 
felt that I had not fully developed the “meta-competencies” required 
of a Clinical Psychologist to understand team dynamics, mentalize 
the needs of the other and the supervisory relationship. It was 
recommended that I undertake a second child placement before 
qualification.
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Year 3: Community Neurorehabilitation Team and
Neuropsychology Service
This was my specialist or ‘advanced competencies’ placement. It was 
an NHS service based in an adult out-patient community 
neurorehabilitation setting within an MDT. There were clients who 
were referred to the Neuropsychology Service alone and clients who 
were referred to the wider team who needed input from other staff 
such as Occupational Therapists, Physiotherapists and Speech and 
Language Therapists.
Clients presented with acquired neurological illnesses and injuries 
such as multiple sclerosis, head injury, stroke, meningitis and HIV. 
They were referred to the team soon after they were discharged from 
inpatient settings. The work was a balance of neuropsychological 
assessment and formulation, cognitive rehabilitation strategies and 
therapy for mood and adjustment. Consultation and training was also 
provided to staff, carers and clients. The models used were 
integrative, drawing on health psychology, neurorehabilitation, 
systemic and CBT formulation.
In this placement, I was given the opportunity to write a reflective 
piece on team dynamics to address a developmental learning need 
in my training. I also conducted a joint audit of client case notes, with 
other Clinical Psychologists, to monitor the adherence of the team to 
NICE (2011) guidelines on mood management. This was later 
disseminated to the team.
Year 3: Older Adult Community Mental Health Team
This was a CMHT for older adults based in an NHS Trust. This was 
the first placement where the service was accessed exclusively from 
home, with an option for neuropsychological assessment at another 
hospital site.
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Clients presented with functional mental health problems and organic 
conditions, in addition to chronic physical health conditions. I worked 
with older clients with depression, anxiety, cognitive and 
psychosocial problems. The work consisted of comprehensive 
neuropsychological assessment, “Life Story” work, one-to-one 
therapy and interventions with families and carers. Strong 
connections were made with the Alzheimer’s Society and the 
voluntary sector. The main models for intervention were CBT, 
systemic and behavioural.
I undertook some consultation work with a care home for the duration 
of the placement, as part of a pilot study for the Challenging 
Behaviour Service. In these meetings with staff, a client’s challenging 
behaviour would be formulated psychologically, with the aim of 
increasing awareness of the origins of the behaviour and improving 
staff interactions with clients to reduce the challenging behaviour.
Year 4: Child and Adolescent Mental Health Service
This final placement was based in an out-patient CAMHS clinic for 
children and adolescents with mental health problems and 
developmental disorders. Some work was also conducted in a school 
under the Clinical Psychologist in the CAMHS Learning Disabilities 
Team. The presenting problems ranged from acquired brain injury to 
anger, depression, self-harm and developmental conditions such as 
autism and attention deficit hyperactivity disorder (ADHD). Work with 
families was also essential as well as inter-agency and joint work 
with other professionals, such as Family Therapists and 
Psychiatrists.
During my time on this placement, I was given the opportunity to visit 
a Pupil Referral Unit for primary school age children. I contributed to 
their service development project, which involved piloting a new
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observation template for children in different settings, drawing on 
time-sampling techniques.
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ASSIGNMENT: Adult Mental Health Case Report -  Case
Report One
TITLE: Cognitive Behavioural Therapy with a Retired Man 
with a Nine Year History of Chronic Depression
Year 1
DATE: May 2010
STATEMENT OF CONSENT AND CONFIDENTIALITY:
Written and oral consent was obtained from the client in 
order for the clinical work to be written up for academic and 
training purposes. All material has been anonymised such 
that it contains no information that would identify the client, 
family members, professionals or institutions. The names 
used throughout are pseudonyms and some details have 
been altered to preserve anonymity.
115
Psych. D. Clinical Dossier
Case Report One Summary: Adult Mental Health
Mark Andrews was a retired White British man with a nine year 
history of chronic depression. He was re-referred to the community 
mental health team (CMHT) after his GP noticed deterioration in his 
symptoms. A referral was made for psychological assessment: a 
cognitive-behavioural formulation was constructed around Mark's 
depression using Padesky and Greenberger’s (1995) adaptation of 
the cognitive model of depression (Beck, 1967, 1976).
His early retirement, coupled with his wife’s career taking off, 
precipitated changes in his thinking: he was more negative about 
himself, the world and the future (exhibiting Beck et a/.’s, 1979 
‘cognitive triad’). He also experienced thinking biases which 
exacerbated his depressed mood and lead to a reduction in activity, 
creating a lack of positively reinforcing experiences (Lewinsohn et a!., 
1979).
This vicious cycle impacted Mark’s self-esteem and he therefore 
found it difficult to talk to his wife and others about his problems. 
Behavioural activation was used to increase meaningful activity and 
behavioural experiments tested out faulty cognitions. Thought 
challenging was also used to generate alternative balanced thoughts, 
known to have a positive impact on mood (Greenberger & Padesky, 
1995).
Over sessions, it became apparent that an interpersonal 
psychotherapy (IPT) reformulation could be helpful. IPT explores the 
loss of roles and self-esteem captured within those roles during 
normative life transitions. Symptoms of depression are also framed 
within an interpersonal context with relationships as the target for 
intervention. Critical reflections are given about the interventions as 
well issues of diversity and self-reflexivity.
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ASSIGNMENT: Adult Mental Health - Case Report Two
TITLE: Cognitive Behavioural Therapy (CBT) with a 
Second-generation West African man with a Twenty-year 
History of Schizophrenia
Year 1
DATE: August 2010
STATEMENT OF CONSENT AND CONFIDENTIALITY:
Written and oral consent was obtained from the client in 
order for the clinical work to be written up for academic and 
training purposes. All material has been anonymised such 
that it contains no information that would identify the client, 
family members, professionals or institutions. The names 
used throughout are pseudonyms and some details have 
been altered to preserve anonymity.
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Case Report Two Summary: Adult Mental Health
Tunde Ade was a 40 year old man whose parents migrated to 
England in the 1960s. He had a twenty-year history of schizophrenia 
and distressing medication-resistant positive psychotic symptoms. 
These consisted of delusions of persecution and derogatory and 
threatening voices. This case report details the process of referral, 
assessment, formulation and intervention stages of Cognitive 
Behavioural Therapy for psychosis and the effectiveness and 
limitations of the work completed.
The formulation suggested that Tunde had traumatic childhood 
events which created an enduring cognitive vulnerability to beliefs 
around his subordination, other people's power over him and the 
world as an unsafe place. These beliefs were mirrored in his 
appraisal of voice power and malevolence, which are some of the 
beliefs we challenged with success throughout the intervention. 
Normalising and coping strategy enhancement were also used which 
were helpful for reducing stigma, enhancing self-efficacy and control.
Although Tunde engaged well with the cognitive strategies and these 
had a significant clinical impact on the severity of his symptoms and 
improved his quality of life, there were challenges to completing 
behavioural experiments, which target avoidance behaviours. 
Reflections are made on the development and quality of the 
therapeutic alliance and ruptures within it. Issues within my own 
learning experiences as a trainee as well as those of diversity are 
reflected upon.
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ASSIGNMENT: Learning Disabilities Case Report: An 
Extended Assessment -  Case Report Three
TITLE: A Financial Capacity Assessment of a 36 year-old 
man with Asperger’s Syndrome, Bipolar Disorder and a 
Mild Learning Disability
Year 2 
DATE: April 2011 
STATEMENT OF CONSENT AND CONFIDENTIALITY:
Written and oral consent was obtained from the client in 
order for the clinical work to be written up for academic and 
training purposes. All material has been anonymised such 
that it contains no information that would identify the client, 
family members, professionals or institutions. The names 
used throughout are pseudonyms and some details have 
been altered to preserve anonymity.
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Case Report Three Summary: Adult Learning Disabilities
This is an extended assessment of a 36 year-old gentleman, Ivan, 
with a diagnosis of Asperger's syndrome, bipolar disorder and a 
learning disability. An extended assessment was done in order to 
draw on information from multiple sources and methods, to formulate 
a clinical problem and provide recommendations for the family- 
professional network. The report is divided into three sections. Part A 
documents the initial assessment and formulation, leading up to the 
action plan. Part B looks at the content and process of the extended 
assessment. An extended formulation, recommendations and 
reflexive critique are shown in Part 0.
Ivan was referred to clinical psychology for a financial capacity 
assessment because of multiple difficulties he had managing his 
money in the context of his mental health problems, social skills and 
communication deficits. These included overspending, not paying his 
bills and spending money on luxury items he could not afford. There 
were also several safeguarding issues surrounding probable financial 
abuse and exploitation.
The extended assessment showed that, under the right conditions, 
Ivan could make wise decisions with his money and did have 
capacity to manage a weekly budget. His understanding of numbers 
and financial concepts was also good. The integrative extended 
formulation suggests that Ivan's difficulties managing money relate to 
the many systemic, biopsychbsocial, cognitive, behavioural and 
neuropsychological factors as well as factors relating to a lack of 
experience of financial decision-making. Recommendations for 
possible interventions are highlighted.
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ASSIGMENT: Oral Case Presentation -  Case Report Four
TITLE: Systemic thinking, Supervision and the Therapeutic 
Alliance in a Parenting Intervention for a 10 year-old girl 
with Obsessive-Compulsive Disorder
Year 2
DATE: September 2011
STATEMENT OF CONSENT AND CONFIDENTIALITY:
Written and oral consent was obtained from the client in 
order for the clinical work to be written up for academic and 
training purposes. All material has been anonymised such 
that it contains no information that would identify the client, 
family members, professionals or institutions. The names 
used throughout are pseudonyms and some details have 
been altered to preserve anonymity.
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Case Report Four Summary -  Child and Adolescent Mental
Health
In the oral presentation I will discuss “Jane”, a 10 year-old girl with a 
diagnosis of Obsessive Compulsive Disorder (OCD), which emerged 
in the summer of 2010 when her grandfather was in hospital for a 
protracted period of time. The referral to the Child and Adolescent 
Mental Health Service (CAMHS) was prompted by her parents’ 
concern that she was losing weight as she refused to eat certain 
foods. Jane presented with one main obsession around a fear of 
vomiting through contamination and had a number of different rituals 
around this. There was evidence that these rituals were being 
positively reinforced by parental attitudes and responses as the time 
Jane spent on rituals at home was significantly greater than when 
she was at school.
My development as a Clinical Psychologist can be linked to three 
aspects of the work where my awareness and clinical skills improved: 
a) systemic formulation b) the use of supervision and c) building a 
parent-therapist therapeutic alliance. The presentation will provide 
more information and detail around these as well as reflect on issues 
of diversity and difference.
In terms of systemic thinking, I learnt to conceptualise the function of 
Jane’s behaviour within her family system such that her difficulties 
were formulated interpersonally rather than intrapsychically. There 
was evidence of a cross-generational coalition between Jane and her 
mother, which contributed to Jane’s anxiety as she may have 
experienced too much control in the home. I therefore worked with 
the parents to strengthen the parental coalition and explored their 
strengths and beliefs as a resource to improve their daughter’s OCD. 
Building a successful therapist-parent alliance was integral to 
successful working with this family, to intervene at a different level in
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the system than in my prior experience. I also discuss the role of 
supervision in reformulation and reflection when the initial cognitive- 
behavioural intervention was not helpful in the early stages of the 
work.
124
Psych. D. Clinical Dossier
ASSIGNMENT; Neuropsychological Case Report-Case
Report Five
TITLE: Second repeat neuropsychological assessment of a 
33 year-old African woman with HIV, psychosis and 
previous meningitis: Contributions to care planning
Years
DATE: May 2012
STATEMENT OF CONSENT AND CONFIDENTIALITY:
Written and oral consent was obtained from the client in 
order for the clinical work to be written up for academic and 
training purposes. All material has been anonymised such 
that it contains no information that would identify the client, 
family members, professionals or institutions. The names 
used throughout are pseudonyms and some details have 
been altered to preserve anonymity.
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Case Report Five Summary: Specialist Neuropsychology and
Neurorehabilitation
Funmi Adebayo was a 33 year-old African lady who was HIV+ and 
contracted opportunistic meningitis in 2009. Upon hospital admission 
she became psychotic, exhibiting bizarre, non-violent behaviour and 
unusual thoughts. After successful resolution of her psychosis with 
an anti-psychotic, she was discharged back home but was unable to 
look after herself or carry out activities of daily living. Funmi was 
therefore sent to residential care with 24-hour support.
However, Funmi had a strong conviction that God would cure her 
HIV and she wanted to get married and have a baby. Following 
concerns from professionals, Funmi was referred to the 
Neuropsychology Service three times from 2009-2011. In June 2009, 
the Repeatable Battery for the Assessment of Neuropsychological 
Status (RBANS) showed overall evidence of a marked deterioration 
in global cognitive abilities (lowest 1®^ percentile) on tests of 
immediate and delayed memory, visuospatial skills and language. 
Further testing, in June 2011, showed improvement in visuospatial 
skills and a decline in auditory attention against a background of 
consistently low Index scores (at the 1^ * and 2"^ percentiles).
In December 2011, Funmi started to re-experience psychotic 
thoughts and had urges to eat non-foods. All of Funmi’s RBANS 
Index scores were in the Extremely Low range, indicating no areas of 
improvement and further deterioration in sustained auditory attention. 
This case report details the second repeat assessment of Funmi’s 
cognitive functioning and contributions made to care planning. This 
included further capacity and risk assessment, guidance on illness 
management, neurorehabilitation strategies, consultation, education 
and liaison with the professional network.
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RESEARCH DOSSIER
This section includes three pieces of research conducted during the 
Clinical Psychology doctorate. The first piece is a service-related 
audit conducted on my adult mental health placement. It examines 
the extent to which the CMHT I was based in adhered to NICE 
guidelines on the treatments offered to clients with a diagnosis of 
psychosis.
The second piece of research is the major research project or thesis, 
which was conducted over the second and third years of the course. 
It is a large scale quantitative study which looks at the role of adult 
attachment style in hearing voices. It tests an original hypothesis that 
interpersonal schemas and beliefs about voices mediate this 
relationship.
Next, the abstract of a qualitative piece of research is presented on 
young females' opinions of celebrity infidelity. This was conducted as 
a team in our qualitative research methodology course groups. The 
portfolio ends with a log of the research experiences gained during 
doctoral training in Clinical Psychology.
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ASSIGNMENT: Service Related Research Project (SRRP)
TITLE: An Audit of Referrals for CBT and Family 
Interventions for Psychosis -  Does the CMHT Comply with
NICE Guidelines?
Year 1
DATE: July 2010
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ABSTRACT
Aims: The overall aim was to establish whether the CMHT meets the 
standards set by the National Institute for Health and Clinical 
Excellence (NICE) with regards to offering Cognitive Behavioural 
Therapy (CBT) and family interventions to clients with psychosis. 
Further aims were to establish who referred clients, the time taken to 
refer and whether there was equality of access by gender and 
ethnicity.
Procedure: The data were extracted from ‘RiO’, the NHS electronic 
patient records system. Excel and SPSS for Windows 17 were used 
to analyse the data with descriptive statistics and chi-squared tests.
Results: Thirty-one out of 113 clients with psychosis were referred 
for CBT (27.4%). This should have been approximately 104/113 
(92.8%) using Haddad (2005) as an estimate of client eligibility. The 
mean time taken to refer to CBT was 3.3 years (S.D. 2.5) with 
psychiatrists making 72% of referrals. Chi-squared tests showed 
there was equality of access for CBT. No clients were directly 
referred for family interventions where approximately 59/113 (52.2%; 
Haddad, 2005) should have been.
Conclusions: Insufficient numbers of clients with psychosis were 
referred for CBT and family interventions. However, a limitation of 
this study is that staff were not asked directly about clients they 
considered; and it was not always possible to determine the intention 
of the referral on ‘RiO’. Therefore there was no insight into the 
reasons remaining clients were not referred and the extent to which 
these decisions concurred with NICE guidelines. Further research 
would find out why clients are not referred if they are eligible.
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INTRODUCTION 
Psychosis
Psychoses, the majority of which include diagnoses such as 
‘schizophrenia’ and ‘schizoaffective disorder’, are the mental health 
conditions carrying the greatest stigma, risk of suicide and cost to the 
government (Department of Health, 2001). Psychoses are chronic 
relapsing disorders for around 30% of people (Mason et al., 1996) 
characterized by heterogeneous symptoms. The extent to which 
diagnostic certainty can be ascertained, particularly over the course 
of the illness, is an ongoing challenge in psychiatry (Dutta at a!., 
2009).
After a first psychotic episode, 80% of people experience further 
acute episodes requiring hospital admission, with 50% of these 
occurring within the first two years (Mason at a!., 1996). As such, a 
lot of research has been conducted on treating psychoses early 
within a critical period, with delays in treatment associated with 
poorer outcomes in social and psychological functioning (Birchwood 
& MacMillan, 1993). However, there is evidence that around 50% of 
people with psychosis can experience favourable outcomes over a 
15-25 year follow-up, including achieving recovery status on outcome 
measures, low hospitalisation rates, periods of years without relapse 
and up to 80% in employment rates (Harrison at a!., 2001) although 
this research is rarely acknowledged.
NICE Guidelines
Since 1999, NICE have synthesized rigorous evidence for the NHS 
to produce guidelines on best practice, cost-effective and efficacious 
treatments. Its aim is to minimise ‘postcode lotteries’ (Butler, 2000) or 
stark variations in treatment across the UK and promote equality in 
service-delivery whilst improving standards of care.
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NICE have shown that CBT and family interventions are vital in 
preventing relapse, hospital admission and reducing the impact of 
distressing positive symptoms: auditory and visual hallucinations, 
paranoia and delusional thinking; and negative symptoms including a 
lack of willed action and blunted affect (NICE, 2002, 2009). These 
interventions will be discussed in turn.
Cognitive Behavioural Therapy
The guidelines recommend CBT for all clients including those with 
persistent or medication-resistant, acute and remitting symptoms. 
The only exception to offering clients CBT should be if they are 
unable to engage in an informed discussion (NICE, 2002, 2009). 
CBT is a form of psychotherapy used to illuminate links between 
thoughts, feelings and behaviours and how interactions between 
these factors contribute to psychological distress and functional 
difficulties. CBT is focused on the here and now and uses evidence 
or rational thought to engender changes in beliefs or cognitions. 
Cognitive models of psychosis implicate biases in thinking and 
reasoning processes in the maintenance of distressing psychosis, 
which is conceptualised on a continuum with the general population 
(Chadwick et al., 1996). It is these which are the targets for change 
as well as thinking about coping strategy enhancement and relapse 
prevention, which are also vital components of the CBT treatment 
(Kuipers ef a/., 1997j.
Family Interventions
There is also compelling evidence to suggest that involving families 
and carers in psychological interventions is crucial in preventing 
relapse. Therefore clients with families or carers, either living with 
them or in close contact with them, are all recommended to be 
offered family interventions (NICE, 2002, 2009). The only exception 
to offering clients a family intervention should be if an advocate or 
carer is unavailable.
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Within families, high levels of 'expressed emotion', a phrase coined 
by Brown et al. (1962), is a reliable predictor of hospitalisation and 
relapse in psychotic symptoms. The characteristics of families with 
this added risk may be that they are too critical, hostile or over­
involved with the person with psychosis. As such, family interventions 
are based on psychoeducation, problem-solving, improving 
communication and relapse prevention (Kuipers et al., 2002).
Psychosis: Gender and Ethnic Minorities
There is compelling evidence that groups who migrate (Cantor-Graae 
& Selten, 2005), have a greater risk of developing schizophrenia, due 
to chronic social stressors such as discrimination (Veling et al., 2007) 
isolation and social defeat (Cantor-Graae, 2007). Epidemiological 
studies, looking at the incidence of schizophrenia worldwide, show 
that for every three men who develop the disorder, two women 
develop it (McGrath et al., 2008) suggesting that males are also at 
greater risk. It is therefore key to ensure that there is equality of 
access in services for males and those from ethnic minority 
backgrounds.
Objectives
The following objectives were considered crucial to the audit of the 
CMHTs compliance with NICE guidance on referrals for CBT and 
family interventions:-
• To estimate the proportion of CMHT clients who have a 
diagnosis of psychosis.
• To estimate how much the CMHT adheres to NICE guidelines 
on client eligibility for CBT and family interventions using 
Haddad (2005).
• To find out if there is equality of access by gender and 
ethnicity for CBT and family interventions.
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• To establish the length of time taken to refer for CBT and 
family interventions since the NICE guidelines were produced 
in 2002.
# To find out the distribution at which the different disciplines 
refer for CBT and family interventions.
METHOD
Ethical Approval
The National Health Service (NHS) trust in which this audit was 
carried out was satisfied that the project did not constitute research 
and therefore no ethical approval was deemed necessary (Appendix 
2).
Procedure
This study was an audit of the electronic notes of clients with a 
diagnosis of psychosis, which produced retrospective data. Only 
clients who were on the CMHT caseload at the time of the audit were 
included.
Data sources
There were three main sources of data collection. Firstly, the NHS 
electronic system 'RiO' was used for the majority of the data 
collection. RiO is a specialist Mental Health and Learning Disability 
system, which is currently being used by seven Mental Health Trusts 
(for further information see Hampshire Partnership Programme for IT, 
2009). It includes the following client records: psychiatric diagnosis, 
daily progress notes, demographics, clinical documentation and care 
plans.
RiO is accessible by all staff involved in an individual’s care as a 
convenient single source of information. It is, however, confidential 
and secure and demands, of all staff, legal responsibility for its 
appropriate use. The second main source of information was the
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psychology service log book dating from January 1999 to present 
day. Finally, these data were also cross-checked with the team 
psychologists as a third source of information.
Reliability and Validity
The method of data extraction was considered valid and reliable. 
There were two main reasons for considering the data valid: qualified 
psychiatrists enter all diagnoses on RiO and it is mandatory that 
every contact with a client is entered on RiO including treatment 
decisions. However, there were limitations to the reliability of the data 
regarding the intention of the referrer. The accuracy of this data 
depended on staff actually entering the specific ‘name’ of 
psychological intervention they referred clients to the psychologist 
for.
The data extracted on the treatment decisions were considered 
reliable because cross-checks could be made between the progress 
notes and the clinical documentation. The clinical documentation 
included letters written by the health professional providing 
treatment, the name and purpose of the treatment and their job title. 
This enabled vital discrimination between staff providing 
psychotherapies or CBT and family interventions.
Data Extraction
Data was extracted in alphabetical order between the months of 
January and June 2010. A proportion of clients on the caseload were 
discharged and new referrals were also taken on during this time 
period, however, these clients were not included in the analysis.
The initial proportion of clients diagnosed with a psychotic disorder 
was taken from February 2010 alone. All clients with a diagnosis of a 
psychotic disorder were added to a password protected Excel 
spreadsheet. There were 15 types of psychotic disorder (Appendix 3)
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under the International Classification of Diseases and Related Health 
Problems, 10th Revision (ICD-10; World Health Organization, 1992). 
Clients who were on the CMHT caseload before RiO was established 
had a ‘historical’ word document saved under their clinical 
documentation containing prior written communications between 
professionals. Keywords were used as search terms to find any 
evidence of CBT or family interventions in all aforementioned data 
sources. The keys ‘CTRL and F’ were used to highlight particular 
keywords (in Appendix 4). Truncations were considered necessary 
for certain words in case of differences in spelling between staff or 
spelling errors. To elicit whether there were family members in 
contact with the client several key search terms were used relating to 
family relationships.
Data Analysis
The Excel ‘COUNTIF’ formula was used to sum demographic 
information, the occurrence of psychological interventions and the 
incidence of family members. Means, medians, modes and 
subtractions from two time points were also calculated in Excel. Chi- 
squared tests were conducted in SPSS to determine whether there 
were differences in observed and expected numbers of interventions 
by gender and ethnicity.
Exclusion Criteria
All clients with an ICD-10 diagnosis of psychosis were included. 
Clients with organic psychosis were excluded.
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RESULTS 
Proportion of CMHT Cases with a Diagnosis of Psychosis
There were 328 clients on the caseload in February 2010, 21 (6.4%) 
had no diagnosis so they were excluded from the analysis leaving 
307 clients in total. One hundred and twenty-three clients out of 307 
(40.1%) on the caseload had a diagnosis of psychosis. By the time of 
data analysis completion in May 2010, 10 clients with psychosis had 
been discharged and therefore the analysis has only been 
considered for the remaining 113 clients on the caseload. The most 
common ICD-10 psychotic diagnosis was ‘F200’ which consisted of 
68/113 (60.2%) clients.
One of the 113 clients was deaf and two clients also needed 
interpreters. There were 47 (41.6%) females and 66 (58.4%) males. 
The age range was 19-79 with a mean age of 38.5 years (S.D. = 
11.7). The CPA levels were as follows: 41 (36.3%) were on standard 
CPA and 69 (61.1%) on enhanced -  three clients had no care 
package.
Ethnicity
As predicted, there were more clients from ethnic minority 
backgrounds with a diagnosis of psychosis than estimated for that 
demographic region. The Office of National Statistics Home Census 
(2001) showed that 89.2% of the population in this region was White 
British -  in the CMHT White British clients constituted only 69.9% of 
the clients with psychosis (see Table 1).
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Table 1: Ethnicity of CMHT Clients with Psychosis
Research Dossier
No. Clients with
Psychosis
Diagnosis
Percentage
(%)
White British 79 69.9
White Irish 10 8.8
African 6 5.3
Indian 5 4.4
Any other Asian 
Background 4 3.5
Caribbean 2 1.8
Any Other White 
Background 2 1.8
White European 0.9
Pakistani 1 0.9
Mixed White and 
Black Caribbean 1 0.9
Any Other 
Group 1 0.9
Any other Black 
background 1 0.9
TOTAL 113 100
Number of Referrals to Psychology
Figure 1 shows the sum total of the referrals for psychological 
assessment {n = 43) and how many were specifically for CBT. CBT 
referrals consisted of 31/43 (72.1%) of the total referrals to 
psychology; and this number included clients who declined a 
psychology assessment. Therefore 31/113 (27.4%) clients with a 
diagnosis of psychosis were referred for CBT.
There were no referrals for family interventions, although two clients 
were offered family interventions by the psychologist as a result of a
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general psychological assessment of need^. There were 12/43 
(27.9%) referrals for alternative psychological assessments. Two of 
43 (4.7%) referrals were discussed with the psychologist, but did not 
lead to a referral for a psychological assessment.
One client out of 113 (0.8%) was referred for both a CBT assessment 
and an alternative psychological assessment at a later date. Two 
clients out of 113 (1.80%) were suitable for family interventions after 
psychological assessment and had also been assessed for CBT. Six 
of the 43 (12.8%) referrals made were for three clients who were 
referred for two psychological assessments each. Therefore, 40/113 
(35.4%) clients were referred for CBT or an alternative psychological 
assessment for psychosis.
2 discussed 
with
psychologist 
-  no referral 
made
26 CBT 
assessments
8 other
assessments
e.g.
psychometric
5 declined 
before referral 
made
43 potential 
referrals to 
psychology
2 people had 
CBT and family 
work
assessment
1 client had 
CBT and other 
psychological 
assessment
2 assessed 
suitable for 
family work
31 CBT
12 alternative 
psychological 
assessments
Figure 1 : Distribution of Psvcholoqv Referrals for Psychosis
There  w ere  four other referrals for ‘fam ily therapy’, the orientation of which is ‘system ic’, 
looking at the interactions between fam ily m em bers, which is not based on Kuipers et al., 
(2002 ). it is possible, but unlikely from speaking with the team  psychologist, that when staff 
referred clients for ‘fam ily therapy’, they m eant to refer for the N IC E  recom m ended ‘fam ily  
intervention’.
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Discipline and Referrals
Table 2 shows the distribution of the 31^ CBT referrals by staff 
discipline. There were no direct referrals for family interventions so 
this is not included in the analysis. Psychiatrists made the majority of 
the referrals (71.9%) with psychologists making the least (6.2%).
Table 2: CBT Referrals by Staff Discipline
DISCIPLINE
CBT
referrals (%)
Psychiatrist 23 71.9%
Community Psychiatric 
Nurse 4 12.5%
Social Worker 3 9.4%
Psychologist 2 6.2%
TOTAL 32 100.0%
Length of Time to CBT Referral
Of the 113 clients with psychosis, the mean time on the CMHT 
caseload was approximately 8 years to the nearest whole year 
(median = 4.5, mode = 1, range = 0-26 years). When removing the 
37 clients who were on the caseload pre-dating the NICE guidelines 
for schizophrenia in 2002, the mean time to referral for CBT was 3.3 
years (S.D. = 2.5, median = 3, range = 0 -7  years).
Accessibilitv of CBT bv Gender and Ethnicity
Chi-squared tests showed there were no differences in the proportion 
of female or male referrals for CBT (x^ = 1.11, df = 1, p = 0.29; see 
Table 3). In addition, when comparing ‘White British’ to all other
There  w ere  32 referrals for C B T  by staff discipline as one client w as referred jointly by a 
psychiatrist and  a com munity psychiatric nurse (C R N ).
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ethnie groups combined there were also no differences in referral 
rates (x^= 0.27, df = 1, p = 0.60; see Table 4) although the sample 
sizes of each ethnic group were too small for a powerful separate 
analysis.
Table 3: Observed and Expected Referrals for CBT bv Gender
CBT
referrals Expected
Female 10 12.89
Male 21 18.11
Total 31 31
Estimating the NICE'-ness of the CMHT
In a previous audit by Haddad (2005) which looked at referrals for 
CBT and family interventions for clients with psychosis in the same 
demographic region as this study, 36/68 (52.9%) clients were in 
close contact or lived with family members. A further 6/68 (8 .8%) 
cases met the exclusion criteria for CBT and 1/68 (1.5%) for family 
interventions.
One hundred and six out of 113 clients had references to family 
members on their progress notes. However the closeness of the 
contact with the family was not assessed at this time using this 
methodology. Haddad's (2005) study aids estimation of the eligibility 
of clients in the current sample: 60/113 (52.9%) clients should have 
been offered family interventions where none were, and only 1.5% of 
these 60 clients are likely to have been considered ineligible (n = 1). 
Therefore, referrals fell short by around 59 clients. Also, based on 
Haddad’s (2005) estimate for CBT referrals, 104/113 (92.8%) clients 
should have been offered CBT where only 31/113 (27.4%) clients 
were.
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DISCUSSION 
Summary
The purpose of this audit was to find out whether the CMHT complied 
with NICE recommendations to offer CBT and family interventions to 
clients with psychosis. Less than a third of clients were referred for 
CBT treatments and none were referred for family interventions. It 
appears that referrals for CBT may have only marginally increased 
from 2005 (Haddad, 2005), with no improvement on the 0% seen for 
family intervention referrals. This is in contrast with Macpherson et 
al., (2007) who found greater compliance with NICE guidelines over 
a two year period in an Assertive Community Treatment (ACT) team. 
This suggests that little progress has been made in implementing 
family interventions since Brown et al.’s (1962) pivotal work on 
expressed emotion almost forty years ago.
Encouragingly, there was equity of access when analysing referrals 
by gender and ethnicity. However, on average for all clients, CBT 
referrals were made after more than three years of being referred to 
the CMHT, which suggests that clients were not being seen early 
enough during the course of their illness (Birchwood & MacMillan, 
1993y
Finally, an interesting result was that psychiatrists made 72% of 
referrals for CBT. This could be due to greater knowledge of NICE, 
the efficacy of psychological treatments or stronger professional 
support (Sheldon et a!., 2004). It may also be that the power to refer 
within the CMHT lies with the psychiatrist given finite resources and 
frequent waiting lists, although this cannot be deduced from this 
study.
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Strengths and Limitations
The data collection of psychosis information was more reliable than 
that of other studies which asked care co-ordinators to give 
diagnostic information in the absence of electronic systems (Telford, 
2003; Macpherson et al, 2007). Care co-ordinators in this CMHT did 
not have access to diagnostic information on RiO and it may be 
problematic to ask them if there is no systematic way of finding this 
information out.
Another strength of the electronic records approach to identifying 
clients is that those with both primary and secondary diagnoses were 
considered. This is in accordance with NICE'S emphasis on psychotic 
symptoms and not diagnosis alone. This was important because a 
larger range of clients were identified as having psychoses, almost 
double those in a team of a similar size and region (Haddad, 2005).
However, there are limitations to not contacting care co-ordinators: 
there is no insight into the reasons remaining clients were not 
referred and the extent to which these decisions concurred with NICE 
exclusion criteria. It was also difficult to extract data on the intention 
of the referrer unless they made this explicit, which is a limitation of 
this audit.
Macpherson et al., (2007) showed that staff have good reasons for 
not referring and these can concur almost entirely with NICE 
guidance. However, Macpherson et al.’s (2007) results could be met 
with scepticism in that solely asking staff may be unreliable -  almost 
six times the number of clients than in Haddad (2005) were 
considered ‘unable to engage in an informed discussion’, which 
suggests the ACT team may have overestimated clients’ ineligibility. 
Staff may be prone to overestimate their concordance with NICE 
guidance because of perceived threats to job security or their 
professionalism. As such, the study may have overestimated the
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NICE-ness of the ACT service while this study perhaps 
underestimated it given the constraints of the methodology used.
Future Research
Future research should use multiple methods (face-to-face interviews 
with staff and clients as well as electronic methods) to investigate 
why clients are not referred if they are eligible according to NICE 
criteria. When interviewing psychiatrists, Kingdon et al., (2008) found 
that a shortage of trained therapists is the most common reason for 
not referring clients with psychosis for cognitive therapy, rather than 
a resistance from staff to refer or for patients to take up interventions. 
This is in accordance with the present audit which indicated that 
psychologists refer the least clients probably due to a lack of 
resources. However, further research could also look into what the 
most effective strategies are for bolstering referral rates of 
appropriate clients.
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UNIVERSITY OF
APPENDICES
Appendix 1 : Evidence that the Results of the SRRP were 
Communicated to the Service
25*^  August 2010
Dear Community Mental Health Team (CMHT),
RE: An Audit of Referrals for CBT and Famiiv Interventions for 
Psvchosis -  Does the CMHT Compiv with NICE Guidelines?
Audit background
As part of my doctorate training, the University of Surrey requires that I 
complete a service-related piece of research. During my time with 
CMHT I conducted an audit looking at all cases of clients with a diagnosis 
of schizophrenia or related disorders. The purpose of this audit was to see 
whether or not the CMHT complied with National Institute for Clinical 
Excellence (NICE) guidelines to refer all clients with psychosis for Cognitive 
Behavioural Therapy (CBT) or family interventions.
The only case for exclusion for CBT, according to NICE, is if the individual 
is unable to engage in an informed discussion. For family work, NICE 
exclude clients without frequent or close contact with their families. 
Understandably, as a team we would not have the resources to meet the 
needs of all clients with psychosis in terms of psychological input. 
Therefore, I am presenting the findings to you for your information, rather 
than for you to feel the need to take any action in terms of increasing 
referrals to psychology. All data was collected from the progress notes and 
clinical documentation of clients with psychosis on ‘RiO’.
Numbers of cases with psychosis
Three hundred and seven out of 328 clients on the team caseload had 
diagnostic information on RiO. One hundred and thirteen clients out of 307
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(36.8%) on the caseload had a diagnosis of psychosis. The most common 
ICD-10 psychotic diagnosis was ‘F200’ which consisted of 68/113 (60.2%) 
clients. There were 47 (41.6%) females and 66 (58.4%) males (age range 
19-7, mean = 38.5 years). Forty-one (36.3%) were on standard CPA and 69 
(61.1 %) on enhanced -  three clients had no care package.
Ethnicity
There were more clients from ethnic minority backgrounds with a diagnosis 
of psychosis than estimated for the demographic region. The Office of 
National Statistics Home Census (2001) showed that 89.2% of the 
population in this region was White British -  in the CMHT White British 
clients constituted only 69.9% of the clients with psychosis.
Number of Referrals to Psychology
Figure 1 shows the sum total of the referrals for psychological assessment 
and how many were specifically for CBT. CBT referrals consisted of 31/43 
(72.1%), including 5 clients who declined a CBT assessment. Therefore 
31/113 (27.4%) clients with psychosis were referred or considered for CBT. 
There were no referrals for family interventions, although two clients were 
offered family interventions by the psychologist as a result of a general 
psychological assessment of need. Twelve out of 43 (27.9%) referrals were 
for alternative psychological assessments e.g. neuropsychological testing.
Two of 43 (4.7%) referrals were considered with the psychologist but did 
not end up in referrals for any psychological assessment. One client out of 
113 (0.8%) was referred for both a CBT assessment and an alternative 
psychological assessment at a later date. Two clients out of 113 (1.80%) 
were suitable for family interventions after psychological assessment and 
had also been assessed for CBT.
43 potential 
referrals to 
psychology
2 people had 
CBT and family 
work
assessment
8 other
assessments
e.g.
psychometric
2 assessed 
suitabie for 
family work
26 CBT 
assessments
2 discussed 
with
psychologist 
-  no referral 
made______
1 client had 
CBT and other 
psychological
assessment
12 alternative 
psychological 
assessments
5 declined 
before referral 
made
31 CBT
Figure 1 : Distribution of Psychology Referrals for Psychosis
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Discipline and Referrals
Psychiatrists made the majority of the CBT referrals (71.9%) with 
psychologists making the least (6.2%).
Table 1: CBT Referrals by Staff Discipline
DISCIPLINE
CBT
referrals (%)
Psychiatrist 23 71.9%
Community psychiatric 
nurse 4 12.5%
Social Worker 3 9.4%
Psychologist 2 6.2%
TOTAL 32 100.0%
Length of time to CBT referral
Of the 113 clients with psychosis, the mean time on the CMHT caseload 
was approximately 8 years to the nearest whole year (median = 4.5, mode 
= 1, range = 0-26 years). When removing the 37 clients who were on the 
caseload pre-dating the NICE guidelines for schizophrenia in 2002, the 
mean time to referral for CBT was 3.3 years (S.D. = 2.5, median = 3, range 
= 0-7 years).
Accessibility of CBT by Gender and Ethnicity
Results showed there were no differences in the proportion of female or 
male referrals for CBT. In addition, when comparing ‘White British' to all 
other ethnic groups combined, there were also no differences in referrals 
for CBT.
If you have any further questions or would like to request a full copy of this 
audit, then please contact me or
Yours sincerely
Trainee Clinical Psychologist 
Email:
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Appendix 2: Letter from Supervisor Confirming No Ethical 
Approval was Required for the Audit
]6 June 2010
TO WHOM n  M AY CONCRRX
Re: An audit of n ferrak for Cni?nUive Behaviour Therapy and..Fami}y 
{ttterve«tion< for fsvehnsis: Does the CM H T cAmnhLw »th M C K  guidcîtnc»?
1 confinn lhat the above named Service Related Research PmiccL conducted by
wink on placement of CMHT const!tnics an audit and I am
happ)'lW  this (bes not nxpdnrqtpmW Own the Edûcs Committee for research 
conducted within M IS '!rust.
Yours faithfully
Chartered Clinical Psychologist
Community Mental Health Team
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Appendix 3: ICD-10 Classification of Psychotic Disorders
F200 - Mental and behavioural 
disorders | Schizophrenia, 
schizotypal & delusional disorders | 
Schizophrenia | Paranoid 
schizophrenia
F250 - ...| Schizophrenia, 
schizotypal & delusional disorders 
1 Schizoaffective disorders | 
Schizoaffective disorder, manic 
type
F203 - Mental and behavioural F251 - ...| Schizophrenia,
disorders | Schizophrenia, schizotypal & delusional disorders
schizotypal & delusional disorders | 1 Schizoaffective disorders |
Schizophrenia | Undifferentiated Schizoaffective disorder.
schizophrenia depressive type
F209 - Mental and behavioural F252 - ...| Schizophrenia,
disorders | Schizophrenia, schizotypal & delusional disorders
schizotypal & delusional disorders | 1 Schizoaffective disorders |
Schizophrenia | Schizophrenia, Schizoaffective disorder, mixed
unspecified type
F21X - Mental and behavioural 
disorders | Schizophrenia, F258 - ...| Schizophrenia,
schizotypal & delusional disorders | schizotypal & delusional disorders
Schizotypal disorder | Schizotypal 1 Schizoaffective disorders | Other
disorder schizoaffective disorders
F220 - Mental and behavioural F259 - ...| Schizophrenia,
disorders | Schizophrenia, schizotypal & delusional disorders
schizotypal & delusional disorders | 1 Schizoaffective disorders |
Persistent delusional disorders | Schizoaffective disorder.
Delusional disorder unspecified
F228 - ...| Schizophrenia, F28X - ...| Schizophrenia,
schizotypal & delusional disorders | schizotypal & delusional disorders
Persistent delusional disorders | 1 Other nonorganic psychotic
Other persistent delusional disorders | Other nonorganic
disorders psychotic disorders
F230 - ...| Acute and transient
F29X - ...| Schizophrenia, 
schizotypal & delusional disorders
psychotic disorders | Acute 1 Unspecified nonorganic
polymorphic psychotic disorder psychosis | Unspecified
without symptoms of schizophrenia nonorganic psychosis
F239 - ...| Acute and transient 
psychotic disorders | Acute and 
transient psychotic disorder, 
unspecified
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Appendix 4: Search Terms - Keywords and Truncations
KEYWORDS FOR CBT AND FAMILY INTERVENTIONS
Search term Stem
Psychology Psych-
Family Fam-
Cognitive Cog-
Behaviour Behav-
Therapy N/A
CBT N/A
Work N/A
Intervention N/A
Brother Bro-
Sister Sis-
Mum N/A
Dad N/A
Father N/A
Mother N/A
Uncle N/A
Sibling N/A
Aunt N/A
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ABSTRACT
Objective: Research suggests an association between insecure 
adult attachment and distress from hearing voices. The current study 
hypothesised that four cognitive-affective factors might mediate this 
relationship: negative-self and negative-other schema (negative 
schema) and beliefs about voice omnipotence and malevolence 
(beliefs about voices). In a two-stage mediational model, it was 
hypothesised that negative schema mediate the relationship between 
attachment style and beliefs about voices; and that beliefs about 
voices mediate the relationship between negative schema and voice 
distress.
Design and Analyses: The study adopted a quantitative, cross- 
sectional design. Mediational effects were tested using bootstrapped 
confidence intervals, which estimate the size of the indirect effect 
(Preacher & Hayes, 2008).
Setting: 150 participants were recruited anonymously through 
international mental health charity networks that support people who 
hear voices.
Measures: The Experiences in Close Relationships Revised (ECR- 
R), Brief Core Schema Scales (BCSS), Beliefs about Voices 
Questionnaire - Revised (BAVQ-R) and the Hamilton Programme for 
Schizophrenia Voices Questionnaire (HPSVQ) were used. 
Participants also completed the Patient Health Questionnaire (PHQ- 
9) and Generalized Anxiety Disorder (GAD-7) scale to control for 
confounding factors.
Results: The results indicated that all hypotheses, in the two-stage 
mediational model, were supported. Negative schema emerged as 
indirect-only mediators of the relationship between attachment 
avoidance and voice malevolence. All cognitive-affective factors
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remained as mediators when controlling for the influence of negative 
affect and voice characteristics.
Conclusions: This is the only study to demonstrate that, in spite of 
co-morbid anxiety and depression or the severity of voice 
characteristics, negative schema and beliefs about voices mediate 
the relationship between attachment style and voice distress. These 
findings support the use of therapeutic interventions that change the 
hearer's relationship to voices or involve modifying, and decentring 
from, negative interpersonal schemata and distressing beliefs about 
voices.
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1. INTRODUCTION
1.1. Overview
The experience of hearing voices or “auditory hallucinations” has 
been defined as ‘a sensory perception that has a compelling sense of 
reality, but occurs without external stimulation’ (APA, 2000, p.767). 
This thesis investigates the relationship between adult attachment 
style and distress at hearing voices further by exploring potential 
cognitive-affective mediators of this relationship. Studies suggest that 
‘schema’ (or core beliefs about the self and others; Fowler et a/., 
2006), and beliefs about voice omnipotence or malevolence might 
mediate this relationship (Birchwood et a!., 2004; Birchwood & 
Chadwick, 1997; Birchwood et al., 2000). Seminal research on the 
cognitive models of distress at hearing voices (termed ‘voice distress’ 
from here on) indicate that it is the subjective meaning made of the 
experience which is associated with voice distress -  interestingly, 
coping behaviour, voice content, form or topography are less 
important determinants of distress (Birchwood & Chadwick, 1997).
In a similar vein, since Benjamin (1989), developments in the 
literature show that the experience of voice hearing is inherently 
relational and that voice hearers often respond in ways which mimic 
their responses in the social world (Birchwood et al., 2000; Hayward 
et al., 2009). I propose that adult attachment style makes a key 
contribution to an individual’s voice perception, through expectations 
and beliefs about the self and others.
Although insecure attachment has been found to be associated with 
positive and negative symptoms of psychosis in general (Ponizovsky 
et al., 2007; Berry etal., 2008) and voice hearing in particular, (Berry 
et al., 2006), few studies have specifically examined the relationship 
between attachment style and voice ‘distress’ (Berry et al., 2011) as 
they draw from predominantly non-clinical samples (Wilson & 
Costanzo, 1996; Pickering et a!., 2008) where reported distress from
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hearing voices is rare (Posey & Losch, 1983-1984). As a 
consequence, factors that might mediate this relationship are not well 
understood. Beliefs about the self and others are potential mediating 
variables given that they are associated with both attachment style 
(Bartholomew and Horowitz, 1991; Wearden et al., 2008) and beliefs 
about voices (Birchwood et a!., 2004). Understanding the possible 
mediating factors further has relevance to the development of 
psychological and social interventions.
In this introduction, I will first explore the link between the medical 
model of voices as it is conceptualized in the psychiatric literature. In 
parallel, I will also discuss the more recent move towards hearing 
voices being conceptualized on a continuum of normal functioning. I 
then give an overview of attachment theory before reviewing the 
literature looking specifically at the relationship between attachment 
styles and psychosis, with particular reference to hearing voices. 
Before presenting my rationale for the research and hypotheses 
further, I turn to an exploration of some possible mediators of 
attachment style and voice distress by examining evidence for the 
cognitive models of psychosis.
1.2. Psychotic Disorders
Psychotic disorders are considered to be one of the most costly and 
severe disorders of mental health; they are usually chronic or 
relapsing and people usually suffer their entire lives (WHO, 2011). 
They are characterized by heterogeneous symptoms and the course 
and nature of episodes can differ. In addition, treatments which were 
effective in the past for an individual can become ineffective and 
medication-resistant symptoms are common.
Male gender, migration and living in a developed nation are the three 
of the main risk factors for the development of psychosis (McGrath, 
2006). Furthermore, communities with more of these risk factors,
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such as the Afro-Caribbean population in Britain, have a much 
greater chance of developing psychosis (Cantor-Graae & Selten, 
2005).
In the Diagnostic and Statistical Manual Fourth Edition Text Revised 
(DSM-IV-TR; APA 2000), a number of forms of psychotic disorders or 
‘psychosis’ are described (e.g. schizophreniform disorder, 
schizoaffective disorder, substance-induced psychotic disorder and 
brief psychotic disorder). Schizophrenia is the most prevalent and 
well-researched form and affects about 7 in 1,000 of the adult 
population worldwide; the first episode usually occurs between the 
ages of 15-35 years (WHO, 2011).
Saha and colleagues (2007) showed that people with a diagnosis of 
schizophrenia die, on average, 12-15 years earlier than the general 
population and that this difference in mortality is increasing. 
Research suggests that suicide, followed by physical health 
problems, are the leading causes of death in this group (Tran et al., 
2009). The risk of death by suicide in people with schizophrenia is 
estimated at around 50 times higher than in the general population 
(Centres for Disease Control, 1992), around 10-13% of people with a 
diagnosis (Caldwell & Gottesman, 1990). Tran et al. (2009) showed 
that cancers are the second most common reason for death in 
people with schizophrenia, whose risk of death by cancer is 50% 
higher than the general population. The increased mortality related to 
physical illnesses has been linked to poor access to medical care, 
secondary negative effects of anti-psychotic medication and poor 
quality of life (Saha et al., 2007).
In terms of psychotic symptoms, the word ‘psychosis’ is the umbrella 
term generally used to describe a range of unusual experiences 
(positive, negative, cognitive and affective), which involve the 
disordered perception and integration of sensory input. Having 
psychotic experiences does not always entail a diagnosis of
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psychosis as unusual experiences are quite common in the general 
population.
Positive symptoms are named so because they are thought of as 
being in ‘addition’ to the experiences of most people, such as 
hallucinations, delusions and thought disorder. ‘Auditory 
hallucinations,’ or hearing voices, is the most common positive 
symptom of schizophrenia (World Health Organization, 1973). 
Conversely, negative symptoms refer to deficits in the experiences 
that people usually have, such as absences in emotional response 
(blunted affect), poverty of speech (alogia), lack of pleasure 
(anhedonia), willed action or motivation (avolition; Sims, 2002).
Hearing voices is common, occurring in about 10% of the general 
population and need not entail a psychiatric diagnosis (Posey & 
Losch, 1983-1984). Hearing voices can also be a symptom of other 
mental health diagnoses, such as bipolar disorder and post-traumatic 
stress disorder (PTSD; APA, 2000).
Overall, these complex symptoms of psychosis culminate in an 
enigma. Research suggests a lack of a discrete nosological category 
separate from bipolar disorder and a range of other mental health 
conditions (Dutta et al., 2007). In this research, I have therefore 
decided to focus on the experience of hearing voices in general using 
a symptom-focused, transdiagnostic approach (see Bentall, 2003) 
which recognises that hearing voices is found across a range of 
clinical conditions and non-clinical populations.
1.3. A ‘Continuum’ of Hearing Voices
1.3.1. Prevalence of Hearing Voices
There have been a range of studies, dating back to the 19**^  century, 
which show the experience of hearing voices is common in the
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general population (Sidgwick et a/., 1894). In a large-scale U.S. 
sample looking at a range of hallucinatory experiences (in a range of 
sensory modalities), the lifetime prevalence has been estimated at 
around 10% of women and 15% of men (Tien, 1991). Interestingly, 
the vast majority of people in multiple studies do not report any 
consequent distress or psychiatric disturbance (Tien, 1991; Van Os 
et al., 2000; Johns et al. 2002).
Strauss (1969) was the first to suggest that people could be on a 
‘continuum’ of voice hearing, with some experiencing more frequent 
voices and more voice distress than others. Pierre (2010) therefore 
makes a useful suggestion to think of voices as “coughs - common 
experiences that are often, but not always, symptoms of pathology 
associated with a larger illness” (p. 22). This idea is echoed in Posey 
and Losch’s (1983-1984) study, where around 10% of their 375 
healthy students heard voices and reported finding them “comforting 
or advising.” Five percent of the students admitted to conversing with 
them, yet the authors concluded that no evidence of diagnosable 
psychosis was found.
In the clinical and non-clinical population, voices can be triggered by 
stressful situations. Of the people who hear voices, up to seventy 
percent first experienced them after a traumatic event (Romme & 
Escher, 1989), which links in with the body of research relating 
traumatic experiences to the onset of psychosis (Read et a!., 2005). 
Those who have experienced bereavement (Grimby, 1993), who are 
deprived of sleep (Oswald, 1974), placed in solitary confinement 
(Grassian, 1983) or suffer abuse as children (Heins et a!., 1990) are 
also at heightened risk of hearing voices.
In the non-clinical population, voice hearers are more likely to hear 
pleasant, supportive voices who guide them (Stip, 2009), whereas 
clinical voice hearers are more likely to think their voice has power 
over them and malevolent intent (Birchwood & Chadwick, 1997).
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Such factors show that, there are aspects of voice hearing which 
significantly increase the risk of distress and acquiring a psychiatric 
diagnosis.
1.3.2. Characteristics of Clinical versus Non-clinical Voices
There are a plethora of factors which appear to differ between clinical 
and non-clinical voice hearers which are assumed to relate to the fact 
that clinical voice hearers experience more distress. Some of these 
differences include the social situation, voice appraisals, cognitive 
biases and extent of exposure to traumatic events. There is 
conceptual and empirical overlap between many of these factors and 
nearly all interact with one another, perhaps in a bi-directional 
manner. I will now discuss each of these factors in turn.
Social situation and voice identity
Romme et al., (1992) found that significantly more non-clinical voice 
hearers were married, reported more social support and readily 
communicated with people about their voices. Conversely, in one 
longitudinal study of 50,000 soldiers admitted into the Swedish army, 
adolescent men, who later developed schizophrenia, were pre- 
morbidly shown to have fewer than two friends, no partner and to feel 
more sensitive interpersonally (Malmberg, etal., 1998). These finding 
on the social make-up of the clinical and non-clinical population 
concur with Hayward et al., (2009) who found that people relate to 
their voices in ways which mirror their styles of ‘social relating'. 
Therefore, clinical voice hearers would be more likely to respond to 
their voices in maladaptive ways with, for example, ‘withdrawal’ or 
‘submission’ (Vaughan & Fowler, 2004; Sorrell etal., 2010).
Following on from this, other studies also show that the identity of the 
voice can differ between clinical and non-clinical groups. Leudar et 
al., (1997) found that non-clinical voice hearers were more likely to
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recognise their voices as family members or their own voice, where 
as clinical voice hearers were more likely to believe the voice was 
supernatural, an acquaintance or a public figure. This complements 
David et al. (2004) who showed that voices which talk to the 
individual are more positive that those which talk about the individual 
in the third person - voices of family members may be less 
distressing as they would be more likely to address the person 
directly.
Voice appraisals
Voice appraisals may also contribute to differences in voice 
topography (Birchwood et al., 2000) as there are often differences 
reported in voice severity between clinical and non-clinical 
populations (Stip, 2009). Sanjuan (2004) found that positive voices 
were negatively associated with the amount, intensity, degree of 
negative content and loudness of the voices and positively 
associated with perceived control over the voices. As mentioned, 
voices are usually experienced as more positive in a non-clinical 
sample and clinical voices tend to be more frequent, intrusive, and 
distressing (Stip, 2009). Appraisals of voice power, intent and identity 
appear to be linked to the levels of distress experienced by the voice 
hearer. Interestingly, cognitive-behavioural strategies, which change 
the voice-linked appraisals, can reduce the frequency, intensity and 
intrusiveness of voices (Garety et al. 1997), although there is mixed 
evidence for the efficacy (Mawson et al. 2010).
Research also shows that clinical voice hearers are more likely to be 
given commands by their voices, some of which involve instigating 
violence (Leudar etal., 1997). As such, clinical voice hearers can feel 
more abused by their voice than non-clinical voice hearers. This may 
be linked to findings, which have been replicated, that clinical voice 
hearers are more likely to believe their voice is powerful with greater 
social rank (Birchwood et al., 2000). Conversely, voice hearers who 
experience less distress are more likely to seek proximity and
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dependency with their voice and appraise their voice as benevolent 
(Paulik, 2011; Sorrell etal., 2010).
Cognitive biases
Another appraisal involves the perception of the source of the voice. 
People with psychosis often believe their voices are real and an 
external agent (e.g. a neighbour or spirit); whereas non-clinical voice 
hearers have less conviction in this and are more likely to believe 
their voices are internally generated (Kingdon & Turkington, 1993). 
As such, the differences experienced by clinical and non-clinical 
voice hearers may be related to the level of cognitive deficits in 
verbal self-monitoring and other cognitive biases. This is indicated by 
studies of people at risk of developing psychosis (Johns et al., 2010) 
and research indicating problems discriminating covert from overt 
speech in clinical populations (Franck, et al., 2000).
In addition, studies looking at deficits in self-monitoring around 
actions (Franck, 2001) support Bentall et al.'s (1991) theory that 
people with schizophrenia may misattribute self-generated thoughts 
and actions to an external source; and that an impairment in inner- 
speech monitoring and deficits in monitoring willed actions, may lead 
to the onset of hallucinations (Frith, 1992).
Several contributions were made to the understanding of cognitive 
biases in people with psychosis, which are on a continuum with the 
general population. These include the “jumping-to-conclusions” bias 
(on the basis of limited information; Garety & Freeman, 1999) and 
making external and personal attributions for negative events (i.e. 
explaining a negative event in terms of another wanting to cause 
personal harm; Bentall et al., 1994). These factors may contribute to 
difficulties discerning the nature and intent of voices and may make 
individuals more prone to coming to detrimental conclusions about 
their experience of hearing voices.
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Exposure to traumatic events
A review by Read et al., (2005) shows the rates of different forms of 
child abuse in people who later develop psychosis is alarmingly high, 
greater than for any other psychiatric diagnosis (Friedman et a!., 
2002). For example, 35% of 500 people diagnosed with 
schizophrenia were removed from home due to neglect -  twice the 
rate of any other diagnosis (Robins, 1996). Holowka et a!., (2003) 
showed that in an adult out-patient sample of people diagnosed with 
schizophrenia, 85% had experienced some form of childhood abuse 
or neglect, with 50% reporting child sex abuse.
Furthermore, Bleuler (1978) found that 31% of over 900 people 
diagnosed with schizophrenia had lost a parent before the age of 
fifteen, a rate substantially greater than the general population. 
Parents of people diagnosed with schizophrenia were also found to 
have many more deaths of their own parents within two years of their 
child’s birth (Walsh, 1978). Loss of a grandparent was significantly 
less common for people with other diagnoses and that of the general 
population.
Andrew et a!., (2008) propose that voices are interpreted in the 
context of traumatic memories, which influence beliefs about voices 
and consequent distress. In line with this, there is evidence that 
trauma impacts on the content, valence, distress and feelings of 
control over the voice (Honig et a/., 1998). The role that trauma plays 
in the development of psychosis is not well understood. Garety et a/., 
(2001) propose that heightened affect, as a result of negative events, 
can alter sensory perception and give rise to anomalous 
experiences. Through increased anxiety and hypervigilance, it is 
suggested that cognitive biases maintain positive symptoms, for 
example, increased attention to threat-related stimuli.
Although traumatic events or memories usually trigger voice hearing 
experiences for clinical and non-clinical voice hearers (Honig et a!.,
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1998), overall, research shows that clinical voice hearers are 
exposed to more trauma than non-clinical voice hearers, particularly 
child sex abuse (Andrew et al., 2008; Read et al., 2005). This 
suggests that parental losses and trauma at an early, critical time in 
child development may be relevant factors which contribute to 
psychosis in later life. These findings link in with the following section 
on attachment theory, after which we turn to a discussion of the 
relevance of attachment to psychosis and hearing voices.
1.4 Attachment theory
1.4.1. Theoretical Underpinnings of Attachment Theory
John Bowl by, the original exponent of attachment theory, suggests 
that humans (and evolutionarily close animals) need to have an 
‘affectional bond’ (Bowlby, 1977, p.201) with a primary caregiver or 
attachment figure who can understand and respond to their need for 
survival. Derived from this, the attachment relationship has 
implications for emotional regulation, and is activated when the infant 
is in distress e.g. through hunger, pain or need for physical proximity. 
Forced separation or loss of an attachment figure usually results in 
distress (Bowlby, 1973) as shown in studies of infants in the ‘Strange 
Situation’ experimental paradigm (Ainsworth et ai., 1978), where the 
parent leaves their infant with a stranger and then returns.
Attachment theory states that a ‘secure base’ is needed from which 
to explore the challenges of the world and to return to for continuing 
support. Returning to a ‘secure base’ in times of distress could be 
either ‘internal’ or ‘external’ (Holmes, 2001). An external secure base 
might be manifest in being able to seek support from an attachment 
figure themselves; whereas an internal secure base would be when 
that attachment figure becomes an ‘internal object’ (Bowlby, 1988) 
within one’s own ‘internal working model,’ as a largely unconscious 
framework for responding to distress. In this way, attachment theory
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predicts that we learn to adapt to stress by drawing on the resources 
and ways of coping demonstrated through early attachment 
relationships.
There are three major aspects of attachment theory. The first is that 
individual attachment patterns reflect differences in beliefs about the 
self and others. These beliefs form ‘internal working models’ of 
relationships which set up expectations for the self and others, in 
relation to the self. The second aspect is that, therefore, one’s 
attachment style impacts on interpersonal behaviour, functioning, 
social cognition and communication. Finally, attachment systems 
influence the ways in which people cope with and regulate difficult 
emotions (explored in the following sections). I will now turn to the 
empirical basis for attachment theory relating to the original work 
conducted with infants and later adults.
1.4.2. Infant and Childhood Attachment
‘Secure’, ‘avoidant’ and ‘ambivalent/resistant’ attachment profiles
Ainsworth et a/.’s (1978) work on infant attachment categorization 
explains that, depending on the sensitivity of the caregiver to the 
child’s needs, three broad attachment styles or patterns are observed 
in infants: a ‘secure’ and two insecure categories -  ‘avoidant’ and 
‘ambivalent/resistant’. In secure attachment relationships, the primary 
caregiver makes the negative emotions projected into them from the 
infant more bearable through consistently labelling, responding to 
and modelling effective responses to the infant’s distress.
Studies show that parental ‘mind-mindedness,’ or the ability to 
conceptualise what the child may experience, affects the 
development of “theory of mind” skills in children (Meins et ai., 1998). 
In effect, caregivers who are sensitive to the mental states of their 
child promote awareness and sensitivity of others’ minds (their
177
Psych. D. Research Dossier
beliefs, desires, feelings, intentions and attitudes) in the child’s mind. 
This is coined ‘mentalization’ (Fonagy et a!., 2002). The theory on 
attachment is further developed by suggesting that this mentalization 
process may be disrupted or biased in insecure internal working 
models, learnt from interactions with primary caregivers whose are 
themselves insecurely attached.
An ‘avoidant’ attachment style is said to emerge because expressing 
emotional distress has been discouraged by the primary caregiver or 
considered intolerable. Under these conditions, the infant learns to 
inhibit their emotions and to become overly independent. Consistent 
with this suggestion, studies looking at cortisol levels in infants with 
avoidant attachment styles, using the ‘Strange Situation,’ still indicate 
that their level of arousal and distress is similar to secure and 
ambivalent/resistant infants; however, their behaviours and facial 
expressions show less overt distress (Hertsgaard et al. 1995).
An ‘ambivalent/resistant’ attachment style is said to arise when the 
child experiences inconsistent responses from the primary caregiver 
when they are in distress. The experience of the primary caregiver as 
unpredictable and inconsistently emotionally available to them is a 
source of anxiety and leads to an exaggeration of the emotional 
response (e.g. crying for long periods of time). Infants are also said 
to develop ambivalent/resistant styles when the parent is perceived 
to be over-involved, or when they are expected to worry about the 
caregiver, as a form of ‘role reversal’ (Boris & Zeanah, 1999).
Disorganised attachment profiles
Of note is that, generally, insecure but organised attachment styles 
can be seen as evolutionarily adaptive for the child or adult - they 
protect against a caregiver who has difficulties showing emotional 
availability (leading to attachment avoidance) or who does so in an 
inconsistent way (leading to attachment anxiety). However, Main and 
Solomon (1986) observed that some children could not be classified
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and had, in fact, a ‘disorganised’ attachment pattern, sometimes 
labelled as ‘unresolved.’ This is where the infant does not develop a 
coherent and organised internal working model and thus experiences 
difficulties coping with, and regulating, distress. This attachment style 
has been most commonly linked to interpersonal, behavioural and 
conduct disorders, as well as other functional mental health disorders 
in children (Benoit, 2004) and adults (Tyrrell & Dozier, 1997).
Upon separation from their primary caregiver in the ‘Strange 
Situation,’ Hertsgaard et a!., (1995) found even higher levels of 
cortisol in infants with disorganised attachment than those with other 
attachment profiles. Given the attachment system is activated in 
times of distress, it is particularly detrimental to children’s functioning 
if there appears to be no coherent strategy for minimising this 
distress. Such children may grow up in households where they 
experience neglect or abuse and therefore struggle with the paradox 
of their environment of ‘fright without solution’ (Main & Hesse, 1990) - 
that the person who they depend on to meet their needs is also a 
source of threat.
1.4.3. Adult Attachment
Adult attachment methodologies
Attachment theory would predict that attachment profiles would be 
fairly stable across the lifespan, which is supported by a longitudinal 
study by Waters et al., (2000). This is because internal working 
models of relationships would filter interpersonal information 
processing, memory, attention and interpretations, biasing cognitions 
towards those representations, and therefore become self­
reinforcing. In the adult literature, attachment style has been 
measured in many different ways using multiple methodologies 
ranging from self-report questionnaire (Bartholomew & Horowitz, 
1991), structured narrative interviews (Main et al., 1985) to
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retrospective questionnaires of parental attachment (Parker et a!., 
1979). Different attachment relationships have also been examined 
from romantic (Bartholomew & Horowitz, 1991) to parental 
relationships and even attachments in groups (Markin & Marmarosh, 
2010). Broadly, the four categories in adulthood have been labelled 
as secure, dismissive, preoccupied and fearful (Bartholomew and 
Horowitz, 1991), which map on to the four childhood attachment 
categories respectively.
Factor analysis has led to adult attachment styles being measured 
and conceptualised according to two affective-behavioural 
dimensions ‘attachment anxiety’ and ‘attachment avoidance’, which 
also have a cognitive component relating to working models of ‘self 
and others’ (Crowell et a!., 1999). ‘Attachment avoidance’ is related 
to ‘model of others’ where behaviour involves appropriately seeking 
proximity to others (low avoidance) or withdrawing from others (high 
avoidance). ‘Attachment anxiety’ relates to one’s ‘model of self:’ a 
low sense of self-worth could give rise to high levels of preoccupation 
and fears around gaining acceptance from others (high anxiety), 
whereas assuredness that one is worthy of others’ responsiveness 
leads to the opposite (low anxiety; Bartholomew, 1990). Bartholomew 
& Horowitz’s (1991) two-dimensional model forms the four 
categorical attachment styles (Figure 1).
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Figure 1: Bartholomew & Horowitz’s (1991) two-dimensional model 
of adult attachment classification.
Methodological Limitations
Findings from empirical studies of attachment theory should be 
interpreted with caution due to methodological limitations. Adult 
studies usually use interview methods and self-report questionnaires, 
some of which rely on retrospective memories of parenting, which tap 
different conceptual constructs to attachment theory. Furthermore, 
infant attachment is assessed through observation; whereas child 
and adolescent attachment is assessed through different self-report 
measures to the ones used in adulthood. This presents challenges 
when reliably comparing the attachment profiles of the same 
individual overtime.
Most of the research on attachment styles is designed using cross- 
sectional rather than longitudinal data, where the dynamic changes in 
attachment cannot be assessed. There are also challenges to 
artificially classifying people into three or four groups, when people 
can fall on the border of different groups. Dozier & Kobak’s (1992)
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experimental study on college students, also shows that people can 
lack insight into their own sense of attachment insecurity or 
attachment avoidance, despite evidence of unpleasant physiological 
arousal, when downplaying the impact of ruptures in attachment 
relationships. This lack of insight has implications for the accuracy of 
responses on self-report measures of attachment.
Also of note, is that change in mood and psychological symptoms 
can have an impact on attachment style, as seen in the majority of 
over a hundred studies reviewed examining the relationship between 
depression, anxiety and attachment profiles (Mikulincer & Shaver,
2007). There is also some evidence to suggest that changes in 
attachment anxiety are positively correlated with changes in voice 
activity (auditory hallucinations) over a period of months (Berry et al.
2008). Future studies therefore have an important role in 
determining, or disentangling, the causal relationship between 
negative affect, severity of symptoms and attachment style.
Although adult self-report measures need to be interpreted with some 
caution for the reasons stated, there is some evidence to suggest 
that adults can accurately recall their early interpersonal experiences 
and that these recollections are not necessarily biased by current 
emotional state. Rankin et a!., (2005) show that currently ill and 
remitted people with psychosis describe similar levels of negative 
interpersonal experiences, suggesting that mental illness does not 
necessarily bias retrospective memory for parental relationships. In 
addition, data on childhood trauma and the onset of psychosis (Read 
et a/., 2005) are also in line with people’s self-reports of abuse. 
Therefore, although measuring current attachment style in adults 
does not map directly on to their attachment style as an infant, adults 
can recall their early interpersonal experiences with some accuracy 
and there is good empirical evidence to suggest some stability of 
attachment style from infancy through to adulthood (Waters et a!.,
20ooy
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Attachment stability
Studies have shown that attachment categories throughout the 
lifespan are fairly stable across a twenty-year period between the 
ages of 12 months and 21 years (Waters et al., 2000). Attachment 
profiles have also been shown to be ‘transmitted’ throughout three 
generations such that a child and grandparent’s attachment profiles 
are reliably predicted by the mothers’ attachment profile (Benoit & 
Parker, 1994).
Despite the relative stability of attachment patterns throughout the 
lifespan and inter-generationally, significant changes in a child or 
adult’s attachment profile can be seen under conditions of trauma, 
abuse, loss, illness and other significant life events, including those 
of their primary caregiver (Waters et al., 2000). Furthermore, Liotti & 
Gumley (2008) explain that significant relationships throughout one’s 
life, which strongly disconfirm previously held schema, can alter or 
modify the internal working models developed in childhood (including 
positive relationships, which may involve a therapeutic relationship; 
Maertens, 2006). Overall, there is good empirical evidence to 
suggest some stability of attachment style from infancy through to 
adulthood and this provides a valid rationale for measuring current 
attachment style in adulthood.
Cross-cultural issues
Research across several decades indicates that ‘attachment theory’ 
is a universal and transcultural concept, which can be measured in 
different languages using multiple methods (Reebye et al., 1999). 
This may be because attachment relationships are fundamental to 
survival and adaptation (Bowlby, 1951). However, the majority of 
methods and questionnaires developed originate from English- 
speaking countries in the West, which are then usually translated into 
the native language.
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Factor analyses across cultures do suggest the two-factor structure 
of attachment anxiety and attachment avoidance holds up (Conradi 
et al., 2006), but there are clear differences in the ways the infant- 
mother dyad express emotions and behaviours across cultures 
(Reebye et al., 1999). Caution should be made in cases where 
researchers with their own cultural biases and lenses interpret 
observations and data; there are inevitable influences of the 
researcher on the sense made of the data.
Attachment as context-dependent
The complexity of attachment theory comes further to light when we 
consider the possibility that attachment style may also be a fluid 
phenomenon. There is evidence to show that people can have 
different attachment styles in response to different people (Fraley et 
al., 2011). For example, an adult may have an avoidant attachment 
to their father but a secure attachment relationship with their mother 
or spouse. Research suggests that these differences arise out of 
perceptions of the others’ attachment style and closeness of that 
relationship (Ross, 2000).
If attachment style is largely stable over time, a more parsimonious 
explanation could be that the instruments established for measuring 
attachment are confounded by changes in context. Given the 
complexities of attachment theory as a construct, it suggests that the 
phenomenon may not be a stable one, but a model of relationships 
and relating which is in flux and revision depending on the person, 
situation or group, which activates a particular attachment 
representational system.
Interestingly, people have also been shown to have transference 
processes and patterns of attachment within organisations and with 
leaders (Maysless & Popper, 2007). This suggests, on the one hand, 
that it is a concept with a good evidence-base but, on the other hand, 
one which is influenced by the relationship in question. As highlighted
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by Cassidy & Shaver (1999), attachment theory continues to evolve 
and integrate more sophisticated research, which crosses multiple 
fields from psychotherapy and organisational psychology to 
neuroscience.
1.5. Attachment Psvchosis and Voice Distress
1.5.1. Adult Insecure Attachment and Psychosis
Bowlby’s initial child research on the emotional impact of rearing in 
institutions indicated that secure attachment could be a ‘vaccination’ 
against mental health problems; and that ‘maternal deprivation’ was 
problematic for the adjustment and well-being of children (Bowlby, 
1951). Further studies with adults are in line with this seminal work 
and suggest that people with mental health problems are more likely 
to have insecure attachments early in life (Dozier et al., 1999).
The mechanisms by which insecure attachment confers vulnerability 
to poor mental health are not fully clear. Evidence suggests that 
insecure attachment may result in particular cognitive and 
interpersonal vulnerabilities and difficulties with effective emotion 
regulation. For example, Garety et a/.’s (2001) cognitive model of 
psychosis suggests that templates for understanding the world (i.e. 
beliefs about self and others), in the presence of environmental 
stressors, can predispose people to develop psychological distress. 
Interestingly, Dozier (1990) found that people with psychosis had 
greater levels of insecure attachment than people with affective 
diagnoses, and this may be linked to the higher levels of trauma, 
abuse and loss in childhood of the former group.
In line with the concept of psychotic phenomenon being on a 
continuum with the general population, many studies of non-clinical 
participants show that ‘schizotypy,’ or the propensity for unusual 
experiences, relates to insecure attachment (Berry, Band, Corcoran
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et al., 2007; Cooper, Shaver, & Collins, 1998; Berry et al., 2006). In 
particular, several studies with non-clinical populations have found 
that attachment anxiety is more strongly related to cognitive- 
perceptual disorganisation, such as hearing voices, whereas 
attachment avoidance is more predictive of negative symptoms and 
paranoia (MacBeth et al., 2008; Berry et al., 2006; Tiliopoulos & 
Goodall, 2009). This suggests that insecure attachment and 
schizotypal traits may pose a risk for the later development of 
psychosis.
In a clinical in-patient sample of men in Israel, Ponizovsky et al. 
(2007) showed that insecure attachment in male in-patients with 
psychosis predicted earlier age onset, greater numbers of hospital 
admissions and longer hospital stays. Attachment avoidance 
predicted both positive and negative symptoms with attachment 
anxiety predicting positive symptoms alone. The proportion of men 
with schizophrenia reporting avoidant and anxious attachment styles 
was significantly higher in the clinical than the non-clinical group 
(57% vs. 17% and 27% vs. 10% respectively). This study, like many 
others, used the Positive and Negative Syndrome Scale (PANSS; 
Kay et al., 1987) as the outcome measure, which provides an overall 
psychotic symptoms severity score, does not discriminate the 
distress from symptoms and only has one item on hearing voices 
(“hallucinations”). Ponizovsky et al., (2007) also used Hazan & 
Shaver’s (1987) crude 3-item classification of attachment style which, 
unlike questionnaire or interview methods, lacks validity and 
reliability.
Berry et al., (2008) investigated the association between attachment 
style and psychotic symptoms using the PANSS. They developed 
their own Psychosis Attachment Measure (PAM), which has sound 
psychometric properties, but has only been developed with samples 
with psychosis. In a sample of 96 people with a diagnosis of
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psychosis, with both stable and unstable symptoms, the authors 
found that attachment avoidance (and not attachment anxiety) was 
related to both positive and negative symptoms. However, the use of 
the PAM is limited to a few studies, which makes comparability with 
other clinical and non-clinical samples difficult. Again, in using the 
PANSS the authors did not specify the measurement of a particular 
symptom; their findings therefore contradict a later paper by Berry 
and colleagues (2011), suggesting a role for attachment anxiety in 
voice severity and distress (and not attachment avoidance).
MacBeth and - colleagues (2011) investigated attachment 
classification in a first episode psychosis group using the Adult 
Attachment Interview (AAI; Main et al., 2002). The study found no 
relationship between attachment category and PANSS scores, but 
their study was hampered by being underpowered and 
methodological challenges in classifying participants into three or 
four categories, instead of using the recommended two-dimensional 
model of adult attachment. Ultimately, the study had insufficient 
power to reject the null hypotheses and used multiple statistical 
comparisons for investigation.
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The finding of greater attachment avoidance than attachment anxiety 
in clinical samples with psychosis has been replicated in multiple 
studies (see review by Berry, Barrowclough & Wearden, 2007). This 
is congruent with research which shows specifically that ‘paranoia’ 
(an emotion which is often global across the clinical presentation) is 
predicted by attachment avoidance (Berry et a!., 2008; Macbeth et 
a!., 2011; Pickering et a!., 2008). In essence, it is likely that people 
with paranoid thoughts and feelings about others are less likely to 
have their paranoia disconfirmed as they respond with avoidance to 
others. People therefore continue to be a source of potential threat 
and this is difficult to disconfirm if there is little exposure to alternative 
ways of thinking about, and interpreting, interpersonal situations.
When considering positive symptoms as a separate category to 
negative symptoms, there are mixed findings in the literature. Berry 
et al., (2006) showed that, for non-clinical participants, attachment 
avoidance and attachment anxiety were both predictive of positive 
symptoms, whilst attachment avoidance was more strongly related to 
negative symptoms. Clinical studies also suggest ‘de-activating 
strategies’ (attachment avoidance) is more predictive of positive 
symptoms overall (Dozier & Lee, 1995). However, contrary to this, 
negative symptomatology may also be predicted by attachment 
anxiety in non-clinical samples (Tiliopoulos & Goodall, 2009).
In summary, the clarity of findings on the relationship between 
attachment style and hearing voices is precluded by the need for 
studies to separate the different positive symptoms under 
investigation -  (paranoia) delusions and voices -  as well as whether 
samples meet the criteria for clinical or non-clinical symptomatology; 
and, if so, whether distress or mere “symptoms” of voices are being 
investigated. I now turn to studies which specifically investigate the 
relationship between attachment and hearing voices.
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1.5.2. Attachment Style and Hearing Voices
In terms of the role of attachment style specifically in hearing voices, 
few studies have been conducted with clinical participants (Berry et 
al., 2011). Berry et al., (2011) interviewed 73 community and in­
patient participants with a diagnosis of a schizophrenia spectrum 
disorder. Again, the authors used the PAM and PANSS, but also the 
Psychotic Symptom Rating Scales (PSYRATS) which measures 
voice distress and severity. Unfortunately, the authors did not use a 
reliable and valid measure of beliefs about voices: they used a mixed 
methodology, adopting qualitative thematic analysis of participants' 
experiences of hearing voices, and used these to investigate 
associations between these themes and self-reported attachment 
styles.
Berry et al., (2011) also examined the “content” of what participants 
reported the voices said, explaining this was because of the 
“potential delusional interpretation of speech-content often evident in 
people with psychosis” (jp.5). This is a potential flaw in their research, 
as those adopting a cognitive model of voices have shown that it is 
the meaning made of the experience of hearing voices, which is 
predictive of distress, less so the content. In addition, from the 
researchers' interpretation and perspective, there is evidence that in 
only around 25% of cases do beliefs about voices follow directly from 
voice content (Birchwood & Chadwick, 1997).
Despite these methodological flaws. Berry et al., (2011) found an 
association between attachment anxiety (not attachment avoidance) 
and voice distress and severity. However, contrary to hypothesis 
(possibly due to their methodology), they did not find an association 
between attachment anxiety and themes of ‘threat’ and ‘control’ of 
voices. Themes of rejection, criticism and threat were associated with 
attachment avoidance. In line with Berry et al., (2011), in a large non-
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clinical sample of students recruited online, Berry and colleagues 
(2006) found that, when controlling for negative affect, only 
attachment anxiety (and not attachment avoidance) was predictive of 
voice symptoms.
Overall, studies indicate that attachment anxiety may be more 
predictive of voices than attachment avoidance. However, other 
studies show that both attachment anxiety and attachment avoidance 
are associated with hearing voices. In a sample of a non-clinical mix 
of students and workers, MacBeth et a!., (2008) found that whereas 
paranoia was predicted by an organised attachment strategy 
(attachment avoidance), voices were predicted by a contradictory 
combination: attachment anxiety and interpersonal affiliating
strategies and attachment avoidance and interpersonal distancing 
strategies. The authors thought that this contradiction could 
represent disorganised attachment in terms of dysfunctional 
regulation of emotions and interpersonal relating.
A strength of MacBeth et a/.’s (2008) study was that they used 
structural equation modelling (SEM) - no study on hearing voices, 
before or since, has been able to demonstrate these specific 
relationships between variables in this way. However, since the 
authors were not able to classify participants according to attachment 
category due to poor internal consistency, we do not know if 
disorganised attachment does relate to hearing voices. It could 
simply be that voices are predicted separately by two types of 
attachment style: avoidant people with more interpersonal distancing 
and anxiously attached people with more interpersonal affiliating. It is 
therefore unclear whether the same participants adopted both 
strategies with their voices simultaneously. In addition, as there was 
no measure of voice distress, we do not know whether, and to what 
extent, attachment style and interpersonal behaviours are associated 
with distress from hearing voices.
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Retrospective childhood attachment and psychosis 
The majority of the studies on childhood attachment and psychosis 
use the Parental Bonding Instrument (RBI), which uses retrospective 
memories of parental relationships to measure attachment style. 
Interestingly, the RBI does not map well on to attachment 
classifications, and correlations between the RBI and attachment 
dimensions are low (Berry et al., 2006). There are two axes: care and 
over-protectiveness. Many studies have replicated the finding that 
people with psychosis score low on the parental care scale and high 
on the parental over-protectiveness scale when compared to non- 
clinical controls (Berry, Barrowclough & Wearden, 2007).
Tait et al., (2004) showed that low parental care, high levels of over­
protectiveness and hostility predicted poor recovery style - ‘sealing 
over’ instead of ‘integration’ of psychotic experiences into self-identity 
(McGlashan, 1987). The authors likened this ‘sealing over’ coping 
strategy to avoidant attachment. These findings are in line with 
research showing that high expressed emotion in families is a risk 
factor for patient relapse into psychosis (Brown et al., 1962) and 
suggests that avoidance of intimacy could be one coping strategy in 
this population. Furthermore, Offen et al., (2003) showed that 
recalled paternal over-protectiveness was associated with current 
beliefs about voice malevolence, suggesting that experiences of 
parenting may be key factors in maintenance of psychotic symptoms. 
We now turn to an exploration of potential cognitive-affective 
mediators of the relationship between attachment style and voice 
distress.
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1.6. Psychological Models of Psvchosis and Voices
1.6.1. The Conceptual Overlap between Cognitive and 
‘Interpersonal’ Models of Voices
Psychological models of psychosis provide a perspective on potential 
mediators between attachment style and voice distress. These can 
be divided into two main categories: cognitive and interpersonal 
models of voices. Cognitive models focus on beliefs, schemas and 
appraisals which are seen to determine voice distress; whereas 
interpersonal models of voice distress position the voice hearer and 
voice in a more social dynamic that mirrors interactions with people 
in the real world. Both types of model, the cognitive and 
interpersonal, have conceptual links with attachment theory and 
provide the evidence for the foundation upon which this thesis builds. 
To my knowledge, no studies have tried to assess whether there are 
cognitive or interpersonal mediators of the relationship between 
attachment style, on the one hand, and voice distress on the other.
However, I argue that the interpersonal literature reflects the same 
principles as the cognitive literature. For examples, the interpersonal 
literature which focuses on the power relationship between the voice 
and the hearer (Sorrell et a!., 2010) reflects the cognitive model of 
‘beliefs about voices’ ’ omnipotence or malevolence. The relationship 
between the voice and the hearer can also be conceptualised 
cognitively as interpersonal schema -“beliefs about the self and 
others” (where the ‘other’ is the voice). As such, both models have 
conceptual links to attachment theory.
This thesis is focused on whether cognitive-affective factors 
(‘negative schema’ and ‘beliefs about voices’) mediate the 
relationship between attachment style and voice distress. As 
interpersonal theories of voice hearing, in many ways, mirror 
cognitive theories, I have chosen to investigate the cognitive model 
further as the measures are more well-established and have stronger
192
Psych. D. Research Dossier
psychometric properties (Chadwick et al., 2000). Well-established 
quantitative tools which measure the interpersonal nature of voices 
are still in their infancy (Hayward et al., 2008; Phillips & Hayward, 
2005).
1.6.2. Cognitive Model of Voices: Negative Schema or ‘Core 
Beliefs’
Theoretically, insecure adult attachment is seen to create a cognitive 
vulnerability for psychopathology by predisposing people to negative 
schema about themselves and others, as well as difficulties in 
regulating emotions. In support of this, research shows more extreme 
negative-self and negative-other core beliefs in people with 
psychosis as compared to non-clinical controls (Fowler et al., 2006). 
These schemas are implicated as maintenance factors in cognitive 
models of psychosis (Garety et al., 2001).
In the line with the findings from Fowler et al., (2006) that clinical 
populations have more extreme negative schema than the non- 
clinical population, people with psychosis exhibit higher levels of 
negative interpretations of voices, in comparison to non-clinical 
controls (Morrison et al., 2004). In a Korean study of non-clinical 
students, Hwee Sook, (1998) showed that self-image mediated the 
relationship between self-reported attachments to caregivers in 
infancy and psychosis.
Furthermore, Grade etal., (2007) found that the link between trauma 
and psychosis was mediated by negative beliefs about self and 
others. Poor self-image or low self-esteem (what could be termed 
alternative ways of conceptualising ‘negative self- schema') have 
also been shown to relate to insecure attachment: Berry et al., (2006) 
showed that there was a significant correlation between attachment 
anxiety and attachment avoidance with low self-esteem.
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Finally, Stowkowy and Addington (2012) showed that for people at 
high risk of developing psychosis, negative-self and negative-other 
negative-schema mediated the relationship between social defeat 
and prodromal psychotic symptoms. ‘Social defeat’ is an evolutionary 
term for a conflict between animals, which results in loss of social 
rank, status or resource of the socially defeated. Interestingly, social 
defeat echoes what may be occurring when people perceive their 
voices to be powerful and omnipotent (Birchwood et al, 2000). This 
suggests that, maladaptive interpersonal beliefs play a role in the 
onset of psychosis. Links with social defeat and insecure attachment, 
in the context of trauma or loss, may also have relevance to the 
current study.
1.6.3. Cognitive Model of Voices: Beliefs about Voices
Mawson et al., (2010) conducted a systematic review which showed 
that several factors were associated with greater levels of voice 
distress: beliefs about voice malevolence and voice omnipotence, the 
voice being perceived as a personal acquaintance and attitudes of 
disapproval and rejection of the voice from the hearer. On finding 
limited evidence for the efficacy of cognitive therapy for voices, the 
authors speculated that therapies need to include interventions which 
address interpersonal schema, which may mediate the relationship 
between voice appraisal and distress. Beliefs about voices are 
closely associated with self-evaluations (Birchwood et al., 2000), 
which is why attachment theory can provide a helpful framework for 
conceptualisation of beliefs about voices.
Beliefs about voices are also associated with coping strategies, 
which may be one reason why they are connected to voice distress. 
Romme et al., (1992) found that voice hearers find it more difficult to 
cope if they believe the voice is more powerful than them. Birchwood 
and Chadwick (1997) showed that voices perceived as malevolent
194
Psych. D. Research Dossier
were met with fear and anger and were resisted, whereas voices 
perceived as benevolent were associated with positive affect and 
were engaged with. This resonates with models of attachment 
insecurity and security and further research would need to show the 
conceptual link has an empirical basis.
1.6.4. Interpersonal Models of Voices
Pivotal work by Benjamin (1989) using a complex, validated 
computer-based Structural Analysis of Social Behaviour (SASB) 
model with thirty psychiatric inpatients showed that meaningful 
associations could be made between patients and their voices. A 
plethora of descriptions of interpersonal states were used such as 
love-hate and enmeshment-differentiation. The analysis suggested 
that the voice hearer relationships showed complementarity e.g. if 
the voice was nurturing and protecting then the voice hearer would 
felt able to trust it and rely on it. Conversely, if the voice was 
‘attacking and rejecting’ the voice hearer was more likely to respond 
in a ‘deferring and submitting’ (p. 296) manner. Later findings from 
cognitive models of voices are similar in that they also capture the 
thoughts, feelings, emotions and behaviours in interactions with 
voices.
In addition to exploring the interpersonal responses to and from the 
other (i.e. the voice), Benjamin (1989) also raises the concept of 
‘introjection’. Introjection is a psychoanalytic concept (Lemma, 2003), 
where a subject embodies the behaviours and attributes of object 
(i.e. the voice). This reflects the voice hearer’s relationship with 
themselves and could, in effect, map on to concepts of core beliefs’ 
or schema in cognitive models. For example, people distressed by 
hearing voices will start to believe the negative evaluations made of 
them by the voices e.g. “I am evil”.
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Hayward and colleagues (2009) have been some of the first to apply 
concepts of interpersonal relating to voices to clinical interventions. 
Progress has also been made in developing questionnaires to 
examine the nature of voice hearer relationships further (Sorrell et 
a!., 2010). These are based on Birtchnell’s (1996, 2002) theories of 
inter-relating and use two axes: ‘upperness-lowerness’ and 
‘closeness-distance’, similar to cognitive models which, instead, 
report beliefs about ‘voice omnipotence’ and ‘voice benevolence’ 
respectively.
The first studies have given evidence to suggest Birtchnell’s Relating 
Theory is a useful model for voice hearers, which predicts voice 
hearer beliefs, coping behaviours and distress (Hayward 2003; 
Hayward et al, 2008; Vaughan & Fowler, 2004; Sorrell et al, 2010). 
Qualitative studies also show that the concept of a ‘relationship’ with 
one’s voice is also broadly acceptable (Chin et ah, 2009), although it 
appears there is less confusion for clients in endorsing the ‘Beliefs 
about Voices Questionnaire’ items (Chadwick et al., 2000), as some 
clients cannot conceive of having a ‘relationship’ with their voice.
1.7 Rationale and Hypotheses
1.7.1. Rationale
Multiple authors have suggested that further research is warranted to 
investigate the role of attachment style and psychosis and potential 
mediating variables. For example, Mawson et al., (2010) concluded 
that results from cognitive therapy trials did not consistently report 
significant improvements in voice distress. The authors attributed this 
to a lack of effectiveness to a need for interventions to include 
mediating variables such as ‘social schemata’. Further research is 
required to examine the nature and association of internal working 
models with beliefs about with voices.
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Paulik’s (2011) review also supports the idea that further 
developments in the cognitive model of voices ought to include an 
interpersonal element. Interventions which acknowledge the role of 
significant attachment relationships and the impact on social relating 
to voices (and vice versa) have had some initial successes (Hayward 
et a!., 2009; Hayward & Fuller, 2010). Berry, Barrowclough and 
Wearden (2007) have also primed the field for further research to 
investigate “the nature of attachment styles in psychosis and how 
they relate to the cognitive, interpersonal and affective factors” (p. 
458).
Few studies have investigated the role of attachment in voice 
distress in a clinical population; and there is mixed evidence for the 
role of attachment anxiety and attachment avoidance. Early findings 
do implicate both attachment avoidance and attachment anxiety in 
voice symptoms (Berry et al., 2006). Berry et al. (2011) did not use a 
validated measure of beliefs about voices, which may explain why 
they did not find a significant association between attachment 
avoidance and voice severity or distress and attachment anxiety was 
not linked to voice control, criticism or threat. Further research 
therefore needs to be conducted using validated, reliable measures 
of adult attachment, core beliefs and distressing beliefs about voices.
In terms of mediational analysis, many studies are still adhering to 
Baron & Kenny's (1986) strict principles of mediational analysis 
(Bebbington etal., 2011; Pickering etal., 2008), which do not provide 
a measure for “indirect-only” or “competitive mediation” (Zhao et al., 
2010). This may explain a lack of effect of putative mediators in these 
and other social science studies. Statistical papers have shown that 
the Baron and Kenny (1986) approach to mediation has a number of 
flaws (Hayes, 2009; Zhao ef al., 2010) and, consequently, support for 
these methods is weakening. The current study therefore adopted a 
mediation procedure which calculates an estimate of the indirect
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effect size, using bootstrapped confidence intervals of the indirect 
effect (Preacher & Hayes, 2008).
1.7.2. Hvpotheses
Figures 2 shows the hypotheses to be tested in this thesis. In this 
hypothesized model, negative schema mediate the relationship 
between attachment style and beliefs about voices; and beliefs about 
voices, in turn, mediate the relationship between negative schema 
and voice distress. This is a theoretically-driven model derived from 
the cognitive models of hearing voices (Garety et a!., 2001; 
Birchwood & Chadwick, 1997) which suggest that attachment styles 
give rise to interpersonal schema, which underlie beliefs about voices 
and voice distress. I will test this mediational model in two parts - 
hypotheses 5-8 relate to part (a) and hypotheses 9-10 to part (b).
A tta c h m e n t
S ty le
N e g a t iv e
S c h e m a
B e lie fs
A b o u t
vo ices
V o ic e
D istress
(b )
Attachment Anxiety Negative-self Schema Voice Omnipotence
Attachment Avoidance Negative-other Schema Voice Malevolence
Figure 2: Hvoothesized Model 1 - Negative Schema as Mediators of 
Attachment Stvie and Beliefs about Voices which, in turn. Mediate 
the Relationship between Negative Schema and Voice Distress
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Hypothesis 1: Attachment anxiety and attachment avoidance will 
both predict negative-self and negative-other schema.
Hypothesis 2: Negative-self and negative-other schema will both 
predict beliefs about voice malevolence and voice omnipotence.
Hypothesis 3: Voice Malevolence and voice omnipotence will both 
predict voice distress.
Hypothesis 4: Attachment anxiety and attachment avoidance will 
both predict voice distress.
Hypothesis 5: Negative-self and negative-other schema will mediate 
the relationship between attachment anxiety and beliefs about voice 
omnipotence. This will remain true when controlling for voice 
characteristics and negative affect (anxiety and depression).
Hypothesis 6: Negative-self and negative-other schema will mediate 
the relationship between attachment anxiety and beliefs about voice 
malevolence. This will remain true when controlling for voice 
characteristics and negative affect.
Hypothesis 7: Negative-self and negative-other schema will mediate 
the relationship between attachment avoidance and beliefs about 
voice omnipotence. This will remain true when controlling for voice 
characteristics and negative affect.
Hypothesis 8: Negative-self and negative-other schema will mediate 
the relationship between attachment avoidance and beliefs about 
voice malevolence. This will remain true when controlling for voice 
characteristics and negative affect.
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Hypothesis 9: Beliefs about voice omnipotence will mediate the 
relationship between Negative-self and Negative-other schema and 
voice distress. This will remain true when controlling for voice 
characteristics and negative affect.
Hypothesis 10: Beliefs about voice malevolence will mediate the 
relationship between Negative-self or Negative-other schema and 
voice distress. This will remain true when controlling for voice 
characteristics and negative affect.
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2. METHOD 
2.1. Ethical Issues
2.1.1. Ethical Approval
This study was part of a wider project entitled “Hearing Voices: 
Research into Relationships and Recovery”. The data were collected 
with one other doctoral research trainee who investigated a different 
research question. Both studies were given ethical approval from the 
Faculty of Arts and Human Sciences Ethics Committee at the 
University of Surrey, United Kingdom (see Appendix 1 for proof of 
ethical approval and project documentation).
2.1.2. Managing Risk
There were several ethical issues raised by the study which needed 
to be addressed. In terms of the well-being of participants, there was 
the possibility of becoming distressed or discomforted by answering 
the questionnaires. In order to manage this, participants were given 
an opportunity to withdraw from the study at the end of each screen. 
If participants chose to abandon the questionnaires prematurely, they 
were also re-directed to the final screen with debriefing with 
information and support organisations.
For additional practical or emotional support, participants who were 
members of hearing voices support groups could also request for 
personal assistance and support from their facilitators to complete 
the online questionnaires. Once all questionnaires were completed, 
participants were directed to a screen thanking them for their 
participation and then to the same debriefing information and support 
organisations as those who declined the study.
2.1.3. Consent, Confidentiality and Dissemination
Participants were given a consent screen after the screening 
questions and information screen so that informed consent could be 
obtained. Participants were not able to proceed to the self-report
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questionnaires until they had agreed to all statements on the consent 
form. No identifiable information was given on the website so the 
data remained confidential and the researchers were blind to the 
identity of the participants.
Participants (and charities who supported people who hear voices) 
were offered the opportunity to receive a summary of the results of 
the studies at the end of the project (Appendix 2). This could be 
requested by emailing the researchers.
2.2. Design and Power
The design was quantitative and cross-sectional. The literature 
suggests that the standardised regression coefficients for the effect 
of the independent variable on the mediator, and the mediator on the 
dependent variable, will be between .26 and .39 (a medium effect 
size; Cohen, 1988). Fritz and MacKinnon (2007) estimate that a 
sample size between 78 and 162 should be sufficient to obtain a 
power of 80% to detect mediation at the 5% level using the 
bootstrapping method (Preacher & Hayes, 2004).
2.3. Participants
2.3.1. Eligibility Criteria
The participants were an international, self-selecting sample who 
expressed an interest in the research online. This is not the first 
study to use an international English-speaking sample to complete 
online research with people who hear voices (Lawrence et al., 2010; 
Berry, Band, Corcoran et a!., 2007; Joppich, 2010). Participants were 
eligible if they were fluent in reading and speaking English, between 
the ages of 18-65 inclusive and experienced voices for at least three 
months (hearing at least one voice in the past week). If participants
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did not meet these criteria then they were taken to a debriefing 
screen and organisations were suggested for support.
Figure 3 in Appendix 3 shows the recruitment flow diagram for 
participants recruited into the study. There were 679 participants who 
accessed the website. Of these, 228 (33.6%) were ineligible and 
282 (41.5%) did not give consent to take part. Of the eligible 
participants who completed the screening questions, 169 (24.9%) 
consented to take part in the study. Of the eligible participants who 
consented, 150 (22.1%) completed the questionnaires and 19 (2 .8%) 
dropped out of the study.
2.3.2. Sample Characteristics
Demographic information is shown in Tables 1-3 in Appendix 4. 
Almost 63% (n = 94) of the participants were female. The mean age 
was 37.1 years old (80=11.08; Range = 18-64). Almost 60% (n = 
88) of participants lived in the United Kingdom (UK), 20% (n = 30) 
lived in the United States of America, 7.3% (n=  11) lived in Canada, 
6.7% (n = 10) lived in Australia and a further 6.7% lived in other 
countries. In terms of ethnicity, the majority of the sample were White 
British (n = 98; 65.3%) or from other White backgrounds (n = 24; 
16%) and nearly 93% of participants {n = 139) spoke English as a 
first language.
The majority (n = 112; 74.6%) of participants were currently using a 
mental health service. Only 12.7% (n = 19) reported no diagnosable 
mental health problem or being unsure of a diagnosis, suggesting the 
sample represented a clinical population. In addition, 34% (r? = 51) of 
participants endorsed more than one mental health diagnosis.
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2.4. Measures
Throughout the website, all questions were forced-choice with 
options to write text into an ‘Other’ option where appropriate. After 
the information and consent screens, participants proceeded to the 
questionnaires in the following order, before proceeding to the 
debriefing screens: -
a. The Experiences in Close Relationships-Revised (ECR-R; 
36 items)
b. The Hamilton Program for Schizophrenia Voices 
Questionnaire (HPSVQ; 13 items)
c. The Brief Core Schema Scales (BCSS; 24 items)
d. The Patient Health Questionnaire (PHQ-9; 9 items)
e. The Recovery Assessment Scale Revised (RAS-R; 24 
items)
f. The Voice Acceptance and Action Scale -  9 (VAAS; 9 
items)
g. The Generalized Anxiety Disorder measure of anxiety 
(GAD-7; 7 items)
h. Beliefs About Voices Questionnaire-Revised (BAVQ-R; 35 
items)
2.4.1. The Experiences in Close Relationships-Revised (ECR-R; 
Fraley, et al., 2000).
The ECR-R is a 36-item measure derived from an exhaustive list of 
over 300 attachment items collated by Brennan at al. (1998). The 
original items refer to thoughts, feelings and behaviours in romantic 
relationships, but the scale has been adapted, according to the 
authors’ guidance, so that experience of romantic relationships is not 
essential to answering the items. Any references to ‘romantic 
partners’ or ‘partners’ was replaced with the word ‘others’.
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The participants assess the extent to which each item is 
representative of them using a 7-point Likert scale from ‘strongly 
disagree' to ‘strongly agree’. The ECR-R has high internal 
consistency reliability with a Cronbach’s a (Cronbach, 1951) of higher 
than 0.90 and good test re-test reliability (86% shared variance over 
time; Sibley et al., 2004). Sibley et al., (2005) also show that the 
ECR-R has significant associations with the Relationships 
Questionnaire (RQ; Bartholomew & Horowitz, 1991): the ECR-R and 
RQ measures of attachment anxiety were moderately positively 
correlated, r  = .69 (p <0.001), as were both measures of attachment 
avoidance, r=  .45 (p < 0.001), indicative of construct validity. Internal 
consistency reliability in the current sample was excellent for 
attachment avoidance (Cronbach a = 0.92) and attachment anxiety 
(Cronbach a = 0.95).
2.4.2. The Hamilton Program for Schizophrenia Voices 
Questionnaire (HPSVQ; Van Lieshout & Goldberg, 2007)
The HPSVQ questions were based on the authors’ clinical 
experience and adapted from existing measures such as the Auditory 
Hallucinations Subscale of the Psychotic Symptom Rating Scales 
(PSYRATS-AH; Haddock et a i, 1999), an interviewer-rated measure. 
The HPSVQ has good construct validity, showing strong significant 
correlations with the PSYRATS-AH (r = .76, p < .001) up to an 11 
week interval (r = .73, p< .001), which indicates the scales are 
measuring similar constructs (van Lieshout & Goldberg, 2007). The 
HPSVQ is a 13-item measure where the first nine items are on a 5- 
point Likert scale from 0 (least severe or impairing) to 4 (most 
severe). The maximum total severity score is therefore 36. The final 
four items were not included because they are used to assess 
qualitative aspects of voices e.g. time of day of the voices.
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The first 9 items represent two broad aspects of voices - the physical 
characteristics (e.g. frequency and duration) and the emotional (e.g. 
how bad the voices make the person feel). In this study, we added 
another option to “How often do you DO what the voices say” without 
extending the Likert scale: instead of “No voices telling me what to 
do” we added “Never/no voices telling me what to do”.
Kim et al. (2010) found the HPSVQ had good-to-excellent internal 
consistency reliability at baseline, one week and at a period of six 
months (Cronbach’s a = 0.83 - 0.94). The scale has fair to good test- 
retest reliability with items ranging from r  = 0.50 - 0.89 at a one week 
re-test interval (Kim et al., 2010). Internal consistency in the current 
sample for total voice severity was good (Cronbach’s a = 0.85). The 
Emotional Impact sub-scale (Voice Distress) internal consistency 
reliability was also good-to-excellent (Cronbach’s a = 0.89). The 
voice characteristics sub-scale had acceptable internal consistency 
reliability (Cronbach’s a = 0.69).
2.4.3. The Brief Core Schema Scales (BCSS; Fowler et at., 2006)
The 24-item BCSS has items relating to positive and negative beliefs 
about the self and others. It first asks participants to choose ‘yes’ or 
‘no’ to statements (12 items about the self: e.g. ‘I am unloved’ and 12 
items about others: e.g. ‘Other people are hostile’). They then rate 
any items they have endorsed on a five-point Likert scale from 0-4 
(from ‘believe it slightly’ to ‘believe it totally’). In this study, with the 
authors’ permission, we removed the first step of answering ‘yes’ or 
‘no’ and instead made the scale a six-point Likert, with the first 
response being “do not believe it at all”.
The scale has good construct validity as shown by a moderate to 
strong association with the Rosenberg Self-Esteem Scale (RSES; 
Rosenberg, 1965): the negative-self and positive-self BCSS
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subscales had a moderate-to-strong association (r = 0.64 and 0.65, p 
<0.001) respectively. However, correlations between the RSES and 
BCSS negative-other and positive-other scales were weak (r = 0.20 
and r  = 0.26, p <0 .001, respectively) indicating that they may 
measure different constructs.
Cronbach’s a scores for the BCSS are between 0.78 and 0.88, 
indicating good internal consistency reliability. The scales also have 
good test-retest reliability: negative-self (r =0.84), positive-self (r = 
0.82) negative-other (r = 0.70) and positive-other (r = 0.72; all 
significant at p < 0.001). For negative self-schema, internal 
consistency in the current sample was good-to-excellent (Cronbach’s 
a = 0.89) and the internal consistency reliability for negative-other 
schema was excellent (Cronbach’s a = 0.95).
2.4.4. The Patient Health Questionnaire (PHQ-9; Kroenke et al., 
2001)
The PHQ-9 is a screening measure for depression. The PHQ-9 has 
high internal consistency reliability (Cronbach’s a = .80; Lee at a!., 
2007), good test-retest reliability (r = .84, Kroenke et al., 2001) and 
construct validity (r =.73, Martin et a!., 2006). Items are based on 
experience of a range of problems, presenting in the last two weeks, 
which are signs of depressed mood such as ‘Little interest or 
pleasure doing things’ and ‘feeling tired and having little energy’. 
Items are on a four-point Likert scale from ‘not at all’ to ‘nearly every 
day’. Internal consistency in the current sample was excellent 
(Cronbach’s a = 0.91).
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2.4.5. Generalized Anxiety Disorder Assessment (GAD-7; Spitzer 
et al., 2006)
This is a 7-item self-report measure of anxiety which is used as a 
screening instrument for generalised anxiety disorder. The GAD-7 
has a scale of 0-3, with higher scores indicating greater symptoms of 
anxiety in the past two weeks: 0 corresponds to “not at all” and 3 to 
“nearly every day”. The GAD-7 has high internal consistency 
reliability (Cronbach’s a = .92; Spitzer et al., 2006), good test-retest 
reliability (r = .83, Spitzer et al., 2006) and construct validity (r = 0.72 
to r = 0.74, Spitzer et al., 2006). Internal consistency in the current 
sample was excellent (Cronbach’s a = 0.93).
2.4.6. Beliefs about Voices Questionnaire-Revised (BAVQ-R; 
Chadwick, et al., 2000)
This is a 35-item measure of people’s beliefs about their voices as 
well as their reactions and behaviour towards them. Data was 
collected for the first 26 items only, which related to beliefs about 
voice omnipotence and voice malevolence. Examples of items for 
voice malevolence and voice omnipotence respectively are “my voice 
IS  evil” and “my voice makes me do things I do not want to do”. The 
Cronbach’s a for the two subscales is 0.74 (voice omnipotence) and 
0.88 (voice malevolence), which shows good internal consistency 
reliability (Chadwick, et al., 2000). This was even higher in the 
current sample for both voice malevolence (Cronbach’s a = 0.87) and 
voice omnipotence (Cronbach’s a = 0.81).
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2.5. Procedure
2.5.1. Data Collection
An interactive website was designed (Appendix 5), which included 
the following information presented in this respective order: four 
screening questions, an information page, a consent screen, the 
questionnaire measures, participant demographics and a debriefing 
screen with suggested organisations for support. The questionnaires 
took around 20 minutes to complete. Questions and answers were 
exported and stored anonymously in Excel 2007. The tasks of 
designing the online questionnaire pack and of participant 
recruitment were shared with the other doctoral trainee; otherwise 
this project was conducted independently of the other trainee.
2.5.2. Recruitment
Participants were recruited indirectly through Hearing Voices Group 
facilitators or representatives, mainly affiliated with the Hearing 
Voices Network (HVN) or Intervoice - the international network for 
people who hear voices. HVNs in all English-speaking countries were 
contacted directly in Australia, New Zealand, the UK, USA, Canada 
and Ireland. Other mental health charities that supported people who 
hear voices, but which were outside the HVN, were also contacted. 
Appendix 6 shows a list of organisations who agreed to participate in 
recruitment for the study.
The international organisations were telephoned and emailed a letter 
about the study. These organisations were prompted to disseminate 
information about the research in multiple media: though email 
distribution lists, forums, newsletters, posters or through a link on 
their website. Participants were also offered the opportunity to 
recommend the study to others who may be interested.
As an incentive to participate, participants were invited to enter into a 
prize draw for vouchers to the value of £50, £40 and £30 (or
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equivalent in their local currency). Participants had to email the 
researchers separately to be entered into the prize draw.
2.6. Planned Data analysis
2.6.1. Correlation and Mediational Analysis
The data were analyzed using Statistical Package for the Social 
Sciences (SPSS) version 19. Bivariate associations between 
variables were analyzed with Pearson’s correlation (r). In order to 
test for mediation, the INDIRECT macro for SPSS version 19 was 
used (Preacher & Hayes, 2008)^ The paths of interest are illustrated 
in figure 4 - paths a, b and c in particular. What INDIRECT tests for is 
the effect size of X (the independent variable) on Y (the dependent 
variable) through M (the mediator). This is termed the ‘a x b’ indirect 
effect point estimate.
The INDIRECT macro generates ‘bootstrapped’ confidence intervals 
for indirect effects of X  on Y through one or more mediator variables 
M. Bootstrapping involves repeatedly sampling (up to 10,000 times), 
from the dataset and estimating the a x b indirect effect in each re­
sampled dataset. As this process is repeated thousands of times, an 
approximation of the sampling distribution of a x b is generated and 
used to construct confidence intervals (CIs) for the indirect 
(mediated) effect. The CIs used here were 95%, computed from the 
cut-offs for the 2.5% highest and lowest scores. Indirect effects are 
considered as significant (mediation has occurred) when the bias 
corrected confidences interval do not include zero (Preacher & 
Hayes, 2008).
 ^ The  planned data analysis for m ediation differs from that shown in the ethics proposal 
(Appendix 1). During the last five years, mediational analysis has been in flux and revision. 
Traditional approaches such as Baron & Kenny ( 1986) have been heavily critiqued 
(P reacher & H ayes, 2008; Zhao  et a!., 2010). It has now been established that it is not 
necessary to satisfy the first three steps of Baron & Kenny’s (1986) model to test for 
m ediation. It w as decided that IN D IR E C T  m ediation would be the most suitable approach.
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Figure 4: Mediation Model Depicting Direct and Indirect Effects.
Path A in Figure 3 represents the total effect of X on Y. Path B 
represents a simple mediation model of the effect of X on Y through 
M (c’). Depending on the direction of the indirect effect as compared 
with the direct effect, a x b indirect effects were classified as 
“complementary mediation” “competitive mediation” “indirect-only 
mediation” or “non-mediation” (Zhao et al., (2010). Effect sizes of the 
indirect effects are estimated based on the unstandardised indirect 
effect (Preacher & Kelley, 2011). The interpretation of the effect size
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is therefore based on how much change “in the effect of X on Y when 
M is added to the model; or as the amount by which Y is expected to 
increase indirectly through M per a unit change in X ”. (p.99)®.
2.6.2. Assumptions of Multiple Regression
The assumptions of multiple regression were checked for each 
regression model included in the analysis according to Field (2009). 
Histograms of residuals of each regression model were visually 
inspected to see if they approximated the normal distribution. Visual 
inspection of histograms and Q-Q plots also supported the 
assumption of normality of the residuals in each regression. Cook’s 
distance values for each participant were checked in order to 
ascertain if any one participant was having a disproportionate 
influence on any of the regression models: these suggested that no 
individual participants could be identified as consistent outliers.
None of any of the assumptions of multiple regression were violated 
including linearity, normality of residuals, homogeneity of error 
variance, multi-collinearity and independence of errors. Although 
bootstrapped confidence intervals of the indirect effect (Preacher & 
Hayes, 2008) do not make any assumptions about the sampling 
distribution, these checks confirm that the regression paths are 
robust.
® E.g. If the a  X b = 0.72 and 95%  CIs did not cross zero (01: 0.43 -1.01) (for the indirect 
effect of “negative-self schem a” on the relationship between anxious attachm ent and voice 
om nipotence); this m eans that voice om nipotence is expected to increase by 0.72 units on a 
on an 18 point scale (range 6-24) for every one unit o f attachm ent anxiety if one considers 
only the indirect effect via negative self-schem a.
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3. RESULTS
3.1. Descriptive Statistics
All 150 participants (N) were included in the analyses, as no 
participant presented as a significant outlier. No participants had 
scores greater than 2.58 standard deviations from the mean on more 
than one questionnaire measure. Table 4 shows the descriptive 
statistics (range, mean, standard deviations, skewness and kurtosis) 
of the research variables^. In terms of the distribution of the data, the 
Negative-other Schema scale was positively skewed (z = 2.02, p < 
0.05). HPSVQ Impact, Attachment Anxiety, Negative-Self Schema, 
PHQ-9 Depression, GAD-7 Anxiety and the BAVQ-R Malevolence 
scales all showed significant negative kurtosis (-3.28 < z < -2.14, p < 
0.05f.
Table 4: Descriptive Statistics and Distributions of Research 
Variables (N -  150)
Measures (Scale Min/Max) Mean (SO)
Skewness
(z) Kurtosis (z)
HPSVQ Total Severity (0/36) 19.71 (6.93) 0.65 -0.59
HPSVQ Emotional Impact (0/16) 7.95 (4.56) 0.52 -2.44
HPSVQ Characteristics (0/20) 11.77 (3.34) -0.14 1.17
ECR-R Attachment Anxiety (1/7) 4.00 (1.54) -1.02 -2.20
ECR-R Attachment Avoidance (1/7) 4.63 (1.22) -1.63 -0.36
BCSS Negative-self schema (0/24) 10.31 (6.54) 0.91 -2.14
BCSS Negative-other schema (0/24) 9.96 (6.76) 2.02 -1.89
PHQ9 Depression (0/27) 14.29 (7.76) -0.28 -2.66
GAD7 Anxiety (0/21) 10.39 (6.66) 0.83 -3.13
BAVQ-R Voice Malevolence (0/18) 7.44 (5.75) 0.91 -3.28
BAVQ-R Voice Omnipotence (0/18) 8.15 (4.61) 1.89 -1.71
 ^ T he  residuals of the hypothesised regression m odels w ere  all approxim ately normally 
distributed but the distribution of the raw  data w as not consistently normally distributed. It 
could therefore be m ore accurate to report m edians and inter-quartile ranges, however, 
since the data  are  later com pared to m ean scores of other clinical and non-clinical samples, 
the  m eans and standard deviations are reported.
® It is important to note that these tests for skewness and kurtosis becom e less accurate  
with greater N  values as they are m ore likely to suggest that large data distributions are  not 
normal (Field, 2009). However, visual inspections of histograms also supported these  
results.
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The mean HPSVQ Total Voice Severity score of 19.71 was in the 
“Moderately Severe” range and higher than non-clinical norms (Van 
Lieshout & Goldberg, 2007). There are no norms for the separate 
HPSVQ sub-scales for the Emotional Impact of Voices (Voice 
Distress) and Voice Characteristics. Participants in this study scored 
higher on Attachment Avoidance than a clinical sample (mean = 4.63 
vs. 3.55; Stein et al., 2011) and almost twice as high on the 
Attachment Avoidance subscale as a non-clinical sample (mean 
score = 4.63 vs. 2.55; Tiliopoulos & Goodall, 2009). Mean scores on 
Attachment anxiety were similar to those reported in a clinical sample 
(mean = 4.00 vs. 3.76; Stein et al., 2011 ).
The mean Negative-self scale (BCSS - NSS) was almost three times 
as high as in a non-clinical sample (mean = 10.31 vs. 3.50); the 
mean Negative-other scale (BCSS - NOS) score was more than 
twice that of a non-clinical sample (mean = 9.96 vs. 4.00; Fowler et 
al., 2006). The Negative-self and Negative-other schema scores 
were also higher than in a documented clinical sample (Negative-self 
= 7.20, Negative-other = 9.10; Fowler etal., 2006; BCSS).
The mean PHQ-9 depression and GAD-7 anxiety scores were in the 
moderate ranges (Kroenke et al., 2001; Spitzer et al., 2006). The 
Voice Malevolence and Voice Omnipotence mean scores were 
higher than in a documented clinical sample (mean BAVQ-R 
malevolence = 13.44 vs. 10.10, mean BAVQ-R omnipotence = 14.15 
vs. 11.10; Chadwick et al., 2000). In summary, the means shown in 
Table 3.4 suggest that the participants in this study closely 
resembled a clinical population.
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3.2. Correlational Findings
Bivariate Pearson’s r correlations were conducted to deduce the 
relationships between study variables. From Table 5 it can be seen 
that the majority of variables correlated positively with one another, in 
the expected direction. The specific hypothesized relationships will 
be described in more detail below.
3.3. Hypothesis Testing
Hypothesis 1 : Attachment Anxiety and Attachment Avoidance will 
both predict Negative-self and Negative-other Schema.
From Table 5 it can be seen that hypothesis 1 is supported. Scores 
on the Attachment Anxiety measure significantly correlated with 
scores on the Negative-self and the Negative-other scales (r = 0.65 
and r = 0.52, p <0.001 respectively). This shows that Attachment 
Anxiety explained 42% of the variance in Negative-self schema and 
27% of the variance in Negative-other schema. Scores on the 
Attachment Avoidance measure significantly correlated with scores 
on the Negative-self and the Negative-other scales (r = 0.48 and r = 
0.38, p <0.001 respectively). This shows that Attachment Avoidance 
explained 23% of the variance in Negative-self schema and 14% of 
the variance in Negative-other schema.
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Hypothesis 2: Negative-self and Negative-other schema will both predict beliefs 
about Voice Malevolence and Voice Omnipotence.
This hypothesis was supported. Table 5 shows that scores on the Negative-self 
Schema scale correlated with scores on the Voice Malevolence and Voice 
Omnipotence scales (r = 0.40 and r=  0.44, p <0.001 respectively). This shows that 
Negative-self Schema explained 16% of the variance in Voice Malevolence and 
19% of the variance in Voice Omnipotence. Scores on the Negative-other Schema 
scale correlated with scores on the Voice Malevolence and Voice Omnipotence 
scales (r = 0.36 and r  = 0.43, p <0.001 respectively). This shows that Negative- 
other Schema explained 13% of the variance in Voice Malevolence and 18% of 
the variance in Voice Omnipotence.
Hypothesis 3: Voice Malevolence and Voice Omnipotence will both predict Voice 
Distress.
This hypothesis was supported. Table 5 shows that scores on the Voice 
Malevolence and Voice Omnipotence scales correlated with Voices Distress (r = 
0.67, p <0.001 for both correlations). This shows that Voice Malevolence and 
Voice Omnipotence each explained 44% of the variance in Voice Distress.
Hypothesis 4: Attachment Anxiety and Attachment Avoidance will both predict 
Voice Distress.
This hypothesis was supported. Table 5 shows that scores on Attachment Anxiety 
and Attachment Avoidance correlated with Voice Distress (r = 0.33, p <0.001 and r  
= 0.22, p <0.01 respectively). This showed that Attachment Anxiety explained 11%
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of the variance and Attachment Avoidance explained 5% of the variance in Voice 
Distress.
3.3.1. Hypotheses 5-8
Figure 4 shows the first part (a) of Model 1 to be tested by hypotheses 5-8 of this 
thesis. Table 3 shows the unstandardised beta coefficients and 95% CIs for the 
a x b  indirect effects for hypotheses 5-8.
Attachment
style
Negative
schema
Beliefs
about voices
Figure 5: Hvoothesized Model 1 (a) - Negative Schema Mediate the Relationship 
between Attachment Stvie and Beliefs about Voices
Hypothesis 5: Negative-self and Negative-other Schema w/7/ mediate the 
relationship between Attachment Anxiety and beliefs about Voice Omnipotence. 
This will remain true when controlling for Voice Characteristics and negative affect 
(Anxiety and Depression).
Hypothesis 5 was supported as shown in Table 6 . For the indirect effect of 
Attachment Anxiety on Voice Omnipotence through Negative-self or Negative- 
other Schema, the 95% bootstrap CIs did not cross zero and were positive. 
Negative-self and Negative-other Schema were therefore complimentary 
mediators of the relationship between Attachment Anxiety and Voice 
Omnipotence. These mediational models explained 20% and 19% of the variance 
in Voice Omnipotence respectively.
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Negative-self and Negative-other Schema remained as significant, complimentary 
mediators of the relationship between Attachment Anxiety and Voice Omnipotence 
when controlling for Voice Characteristics (a x b = 0.62 and 0.44; 95% Cl did not 
cross zero and ranged from 0.28-1.00 and 0.19-0.78 respectively). Negative-self 
and Negative-other Schema also remained mediators after controlling for negative 
affect (a x b  = 0.44 and 0.37; 95% Cl did not cross zero and ranged from 0.18-0.79 
and 0.15-0.70 respectively). However the c paths were no longer significant (c = 
0.01, p = 0.97 for both c paths), indicating that Negative-self and Negative-other 
Schema were indirect-only mediators of the relationship between Attachment 
Anxiety and Voice Omnipotence, when controlling for negative affect.
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Hypothesis 6 : Negative-self and Negative-other Schema will mediate the 
relationship between Attachment Anxiety and beliefs about Voice Malevolence. 
This will remain true when controlling for Voice Characteristics and negative affect.
Hypothesis 6 was supported. Table 6 shows that for the indirect effect of 
Attachment Anxiety on Voice Malevolence through Negative-self or Negative-other 
Schema, the 95% bootstrap CIs did not cross zero and are positive. Negative-self 
and Negative-other Schema were therefore complimentary mediators of this 
relationship. The mediational models explained 16% and 13% of the variance in 
Voice Malevolence respectively.
Negative-self and Negative-other Schema remained significant complimentary 
mediators of the relationship between Attachment Anxiety and Voice Malevolence, 
when controlling for voice characteristics {a x b = 0.72 and 0.43, 95% Cl did not 
cross zero and ranged from 0.29-1.20 and 0.11-0.88 respectively). Negative-self 
and Negative-other Schema also remained mediators after controlling for negative 
affect ( a x b  = 0.57 and 0.37, 95% Cl did not cross zero and ranged from 0.24-0.96 
and 0.09-0.75 respectively). However, the c paths were no longer significant (c = 
0.29, p = 0.39 for both c paths), indicating that Negative-self and Negative-other 
Schema were indirect-only mediators of the relationship between Attachment 
Anxiety and Voice Malevolence, when controlling for negative affect.
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Hypothesis 7: Negative-self and Negative-other Schema will mediate the 
relationship between Attachment Avoidance and beliefs about Voice 
Omnipotence. This will remain true when controlling for Voice Characteristics and 
negative affect.
Hypothesis 7 was supported. Table 6 shows that for the indirect effect of 
Attachment Avoidance on Voice Omnipotence through Negative-self or Negative- 
other Schema, the 95% bootstrap CIs did not cross zero and are positive. 
Negative-self and Negative-other Schema are therefore complimentary mediators 
of this relationship. The mediational models both explained 19% of the variance in 
Voice Omnipotence.
Although Negative-self and Negative-other Schema remained mediators of the 
relationship between Attachment Avoidance and Voice Omnipotence when 
controlling for voice characteristics (a x b = 0.62 and 0.45, 95% Cl did not cross 
zero and ranged from 0.33 -1.01 and 0.21-0.78 respectively) and negative affect (a 
X b = 0.28 and 0.27, 95% Cl did not cross zero and ranged from 0.08-0.63 and 
0.07-0.59 respectively); the c paths were no longer significant in any model, 
(controlling for Voice Characteristics: c = 0.26, p = 0.31; controlling for negative 
affect: c = 0.03, p = 0.91, for both c paths). This indicates that Negative-self and 
Negative-other Schema were indirect-only mediators of the relationship between 
Attachment Avoidance and Voice Omnipotence in the presence of confounding 
variables.
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Hypothesis 8 : Negative-self and Negative-other Schema will mediate the 
relationship between Attachment Avoidance and beliefs about Voice Malevolence. 
This will remain true when controlling for Voice Characteristics, or negative affect.
Hypothesis 8 was supported. Table 6 shows that for the indirect effect of 
Attachment Avoidance on Voice Malevolence through Negative-self or Negative- 
other Schema, the 95% bootstrap CIs did not cross zero and are positive. 
However, the c paths were not significant (c = 0.63, p = 0.11 for both models), and 
therefore Negative-self and Negative-Other Schema are indirect-only mediators of 
the relationship between Attachment Avoidance and Voice Malevolence. The 
models explained 16% and 13% of the variance in Voice Malevolence 
respectively.
Negative-self and Negative Other Schema remained indirect-only mediators of the 
relationship between Attachment Avoidance and Voice Malevolence when 
controlling for voice characteristics (a x b = 0.77 and 0.49, 95% Cl did not cross 
zero and ranged from 0.42-1.23 and 0.21-0.94 respectively) and negative affect (a 
X b = 0.42 and 0.30, 95% Cl did not cross zero and ranged from 0.15 -0.83 and 
0.08-0.72 respectively).
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3.3.2. Hypotheses 9-10
Figure 5 shows the second part (b) of Model 1 to be tested by hypotheses 9-10 of 
this thesis. Table 4 shows the unstandardised beta coefficients and 95% CIs for 
the a X b indirect effects for hypotheses 9-10.
Negative
schema * Beliefs about voices * Voicedistress
Figure 6 : Hypothesized Model Part 1 (b) - Beliefs about Voices Mediate the 
Relationship between Negative Schema and Voice Distress
Hypothesis 9: Beliefs about Voice Omnipotence will mediate the relationship 
between Negative-self or Negative-other Schema and Voice Distress. This will 
remain true when controlling for Voice Characteristics and negative affect.
Hypothesis 9 was supported. Table 7 shows that for the indirect effect of both 
Negative-self or Negative-other Schema on Voice Distress, through Voice 
Omnipotence, the 95% bootstrap CIs did not cross zero and are positive. Voice 
Omnipotence is therefore a complimentary mediator of both relationships. These 
models explained 50% and 44% of the variance in Voice Distress respectively.
Voice Omnipotence remained a significant complimentary mediator of Negative- 
self schema and voice distress, when controlling for voice characteristics (a x b = 
0.10, 95% Cl did not cross zero and ranged from 0.05-0.16) and Negative-other 
Schema and Voice Distress, when controlling for Voice Characteristics (a x b = 
0.12, 95% Cl did not cross zero and ranged from 0.07-0.18). Voice Omnipotence 
also remained a complimentary mediator between Negative-self Schema and 
Voice Distress when controlling for negative affect (a x b = 0.10, 95% Cl did not
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cross zero and ranged from 0.03-0.19); but an indirect-only mediator between 
Negative-Other Schema and voice distress, when controlling for negative affect (a 
X b = 0.12, 95% Cl did not cross zero and ranged from 0.05-0.20) as the c path 
was no longer significant (c = 0.06, p = 0.28).
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Hypothesis 10: Beliefs about Voice Malevolence will mediate the 
relationship between Negative-self or Negative-other Schema and 
Voice Distress. This will remain true when controlling for Voice 
Characteristics and negative affect.
Hypothesis 10 was supported. Table 7 shows that for the indirect 
effect of Negative-self or Negative-other Schema on Voice Distress 
through Voice Malevolence, the 95% bootstrap CIs did not cross zero 
and are positive. Voice Malevolence is therefore a complimentary 
mediator of both these relationships. These models explained 50% 
and 44% of the variance in voice distress respectively.
Voice Malevolence remained a significant complimentary mediator of 
Negative-self schema and Voice Distress, when controlling for Voice 
Characteristics (a x b = 0.10, 95% Cl did not cross zero and ranged 
from 0.05-0.16) and Negative-other Schema and Voice Distress, 
when controlling for Voice Characteristics (a x b = 0.12, 95% Cl did 
not cross zero and ranged from 0.07-0.18).
Voice malevolence also remained a complimentary mediator of 
Negative-self Schema and voice distress, when controlling for 
negative affect (a x b = 0.10, 95% Cl did not cross zero and ranged 
from 0.03-0.19); but an indirect-only mediator between Negative- 
Other Schema and voice distress, when controlling for negative 
affect (a x b  = 0.12, 95% Cl did not cross zero and ranged from 0.05- 
0 .20), as the c path was no longer significant (c = 0.06, p = 0.28) in 
this model.
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3.4. Exploratory INDIRECT Mediation Analyses
Testing Model 1 in two parts (a and b), as shown in Figures 2-4, was 
‘theoretically-driven’ by the cognitive model of psychosis (Garety et 
a!., 2001; Birch wood & Chadwick, 1997) and Preacher & Hayes 
(2008) suggest this is the optimal way to test for mediation. However, 
the authors also suggest “including several mediators in the same 
model is one way to pit competing theories against one another 
within a single model. Theory comparison is good scientific practice. ” 
(p. 881). They go on to recommend “including two or more mediators 
in one model and then comparing the strengths of the two indirect 
effects to decide which theory should be given more credence.” (p. 
884). In addition, Zhao et al., (2010) suggest that “complimentary 
mediation” is a sign of an “incomplete theoretical framework” and to 
“consider the likelihood of an omitted mediator” (p. 201 ).
Following the guidance from Preacher & Hayes (2008) and Zhao et 
al., (2010), given the multiple finding of “complimentary mediation” in 
Model 1, I investigated two alternative combination mediation models 
involving further single mediation (Model 2) shown in Figure 7 in 
Appendix 6 ; and multiple mediation (Model 3) shown in Figure 8 in 
Appendix 6 . Entering all cognitive-affective variables as single 
(Model 2) or multiple mediators (Model 3) of the relationship between 
attachment style and voice distress did not provide as good a fit to 
the data as Model 1. This was evidenced by greater numbers of 
“non-mediations” and instances of “competitive mediation” in some 
analyses (shown in Tables 8 and 9 in Appendix 7); which is 
inconsistent with the cognitive model of voices and less valid in terms 
of clinical interpretation. Therefore, Model 1 appears the more 
accurate fit to the data than a model in which all cognitive-affective 
mediators are seen to mediate the relationship between attachment 
style and voice distress in parallel.
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4. DISCUSSION
4.1. Overview
The model shown in Figure 2 outlines a cognitive model of hearing 
voices. In the cognitive model, distress from hearing voices is 
determined by the meaning made of this experience and beliefs 
about voices, rather than as a consequence of voice characteristics 
(Chadwick & Birch wood, 1994; Birch wood & Chadwick, 1997). The 
beliefs one holds about voices is, in turn, determined by core beliefs 
about the self and others which are, in themselves, driven by internal 
working models of attachment styles.
B e lie fs
A t ta c h m e n t N e g a t iv e
S c h e m a
V o ic e
a b o u t
D is tress
V o ic e s
Attachment Anxiety N egative-self Schema Voice Omnipotence
Attachment Avoidance Negative-other Schema Voice Malevolence
Figure 2: The Supported Model - Negative Schema as Mediators of 
Attachment Stvie and Beliefs about Voices which, in turn. Mediate 
the Relationship Between Negative Schema and Voice Distress
The aim of this study was the test the model shown in Figure 2 using 
a cross-sectional design. Specifically, it was hypothesised that 
anxious and avoidant attachment styles would predict negative-self 
and negative-other schema, which in turn would predict beliefs about 
voice omnipotence and voice malevolence, which relate to distress at
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hearing voices. To test the model further it was hypothesised that 
negative schema would mediate the relationship between attachment 
style and beliefs about voices and that beliefs about voices would 
mediate the relationship between negative schema and voice 
distress.
Given the cross-sectional design of the study, the causal relationship 
between the variables in the model cannot be determined. However, 
all hypotheses in the model shown in Figure 2 were supported. 
Moreover, the model continued to be supported when controlling 
from voice characteristics (e.g. loudness and frequency) and 
negative affect (anxiety and depression). Furthermore, it was shown 
that the model in Figure 2 fit the data better than alternative models, 
where all cognitive variables were entered in parallel as mediating 
the relationship between attachment style and voice distress, 
supporting the linear model shown in the diagram.
4.2. Findings
In this section, I now outline the current findings in more detail. 
Around 60% of participants reported currently using mental health 
services and 90% reported a diagnosis of at least one mental health 
disorder. In line with this, on the range of measures used, the 
participants in this study scored at or above reported clinical means. 
Of note is that the current sample scored almost twice as high on 
measures of attachment avoidance as a non-clinical sample 
(Tiliopoulos & Goodall, 2009) and higher than clinical samples (Stein 
et al., 2011). These findings echo similar results in previous studies, 
which indicate greater levels of attachment avoidance or dismissing 
profiles in clinical samples with positive symptoms of psychosis 
(MacBeth et al, 2011 ; Berry, Barrowclough & Wearden, 2007; Dozier, 
1990; Dozier & Tyrrell, 1997).
230
Psych.D. Research Dossier
As hypothesized and shown in Figure 2, attachment anxiety and 
attachment avoidance were significant predictors of both negative- 
self and negative-other schema. Negative-self and negative-other 
schema were, in turn, significant predictors of both voice 
omnipotence and voice malevolence. Finally, voice omnipotence and 
voice malevolence, (in addition to attachment anxiety and attachment 
avoidance), predicted voice distress.
In terms of the two-stage mediational analysis, the hypotheses were 
again supported and provide strong empirical evidence for the 
cognitive model of voices outlined in Figure 2 above. The model 
tested was in two parts - 1a and 1b. In model la , negative-self and 
negative-other schema significantly mediated the relationship 
between attachment anxiety and attachment avoidance, on the one 
hand, and beliefs about voice omnipotence or voice malevolence, on 
the other. The majority of these mediation analyses indicated 
complimentary mediation, suggesting that the direction of indirect 
effect operated in the same direction as the direct effect. In the case 
of the relationship between attachment avoidance and voice 
malevolence, this relationship was only indirectly mediated by 
negative-self or negative-other schema, as the direct relationship 
between attachment avoidance and voice malevolence was not 
significant.
In model 1b, voice omnipotence and voice malevolence were also 
complimentary mediators of the relationship between negative-self 
and negative-other schema, on the one hand, and voice distress, on 
the other. Throughout all mediational analyses in Models la  and 1b, 
when controlling for voice characteristics and negative affect, in most 
cases the size of the indirect effect lessened (and was more likely to 
be classified as indirect-only mediation); however, all mediations of 
the hypothesized relationships remained significant, when controlling 
for these variables, and were in the expected direction.
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4.3. Theoretical Implications
4.3.1. Two-Stage Mediational Model
This study makes a novel contribution to the literature on attachment 
and psychosis whilst lending more definitive support to the cognitive 
model of hearing voices in its entirety than known, previously 
published studies. It provides empirical evidence for the role of 
cognitive-affective factors as mediators between attachment style 
and voice distress. Although previous studies have implicated 
interpersonal schema, core beliefs and beliefs about voices in the 
maintenance of voice distress (Birchwood & Chadwick, 1997; 
Birch wood et al., 2000), no known published studies to date have 
demonstrated that negative schema mediates the role of attachment 
on beliefs about voices, and that beliefs about voices, in turn, 
mediate the relationship between negative schema and voice 
distress (Figure 2). The current study also suggests that negative 
schema mediate the content and nature of interactions with voices. 
This study complements Morrison at a/.’s, (2003) “Integrative Model 
of Trauma and Psychosis”, which formulates that emotional 
memories and images, which relate to previous trauma and 
attachment experiences, can guide the interpretations of voices.
4.3.2. Attachment Style and Voice Distress
As mentioned in the Introduction, “Relating Theories” (Birtchnell 
1996, 2002) use different language to describe similar concepts to 
those in cognitive models and attachment theory. The lack of 
significance of voice dominance and intrusiveness on voice distress, 
when controlling for beliefs about voices, suggests that relational and 
cognitive measures tap similar constructs (Sorrell at a/., 2010). The 
current findings are in line with studies which are based on “Relating 
Theory”. Sorrell et al., (2010) looked at clinical and non-clinical voice 
hearers’ distress from hearing voices and differences in their
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perceived relationships and responses to their dominant voice. The 
authors used the newly developed “Voice and You” and “You and 
Others” questionnaire measures to capture these relationships 
(Hayward etal., 2008; Phillips & Hayward, 2005 respectively).
The results suggested that clinical voice hearers tend to relate with 
withdrawal and distancing to their voices. These coping strategies 
have been shown to be less adaptive and more distressing than 
engagement, submissiveness and intimacy with voices, which is 
more typical of non-clinical populations (Sorrell et al., 2010). 
Withdrawal and distancing from voices may well reflect internal 
working models of attachment avoidance in relationships with people. 
Furthermore, the more positive interactions with voices shown in the 
non-clinical population may be linked with more secure attachment 
styles.
The current findings suggest a role for both attachment anxiety and 
attachment avoidance in voice distress. This is in line with MacBeth 
et al., (2008) who used structural equation modelling and found that 
voices were predicted by a combination of attachment anxiety and 
interpersonal affiliating strategies and attachment avoidance and 
interpersonal distancing strategies. The authors thought that their 
“hallucinations model reflect[ed] mutually incompatible interpersonal 
strategies” (p.90) which could represent disorganised attachment. 
Neither MacBeth et al., (2011) nor the current study categorised the 
sample based on attachment style, so participants who met the 
criteria for the disorganised attachment category cannot be deduced 
from these data. So far, we can deduce that both attachment styles 
are each related to voice symptoms, but due to the cross-sectional 
design, we cannot ascertain both “incompatible” patterns of 
interpersonal relating to voices occurs within or between specific 
individuals.
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4.3.3. Attachment Style and Beliefs about Voices
From emerging evidence, researchers have speculated that 
attachment anxiety may be associated with cognitive-perceptual 
disorganisation such as hallucinations; and that attachment 
avoidance may be associated with paranoia, interpersonal problems, 
and the negative symptoms of psychosis, such as social anhedonia, 
rather than with voices (Berry et al., 2006; Tiliopoulos & Goodhall 
2009; MacBeth et al., 2008). The present study lends partial support 
for this, as it shows a stronger association between attachment 
anxiety and both beliefs about voices - voice omnipotence and voice 
malevolence. Attachment avoidance was not associated with beliefs 
about voice malevolence.
Our finding that a belief about voice omnipotence was a mediator of 
the relationship between both attachment styles and voice distress 
complements Peters et al. (2011). The authors showed voice 
omnipotence had strong associations with all their measures of 
distress (suicidal ideation, anxiety, depression and voice distress). 
Vaughan & Fowler (2004) also showed that, for clinical voice 
hearers, voices were more likely to relate from a position of 
dominance. This is also in line with evidence that clinical voice 
hearers are more likely to experience their voices as powerful and 
obey their commands than non-clinical voice hearers (Leudar et al., 
1997).
Unlike voice omnipotence, Peters et al. (2011), found voice 
malevolence was more strongly related to the ‘resistance’ of voices 
than voice distress. The lack of association between attachment 
avoidance and beliefs about voice malevolence, in this study, is 
difficult to understand conceptually, given the evidence that 
attachment avoidance is related to interpersonal withdrawal and 
independence, which could be conceptually similar to ‘behavioural 
resistance’ to voices (Chadwick et al., 2000). Our study adds to
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psychological theory and knowledge of attachment and psychosis 
literature as it suggests, unexpectedly, that voice malevolence is only 
associated with attachment anxiety.
4.3.4. Negative Schema as Mediators
This current findings suggest that Bartholomew & Horowitz’s (1991) 
model of attachment style could benefit from revision, given that it 
was found that both attachment styles significantly predict both 
negative-self and negative-other schema. The authors suggest that 
attachment anxiety reflects “views of se lf and attachment avoidance 
reflects “views of the other”. However, our study shows that both 
attachment profiles are associated with beliefs about the self and 
others. In addition, as explained, attachment avoidance was not 
associated with Voice malevolence’ (“negative view of other” or 
voice), which also contradicts the authors’ model.
The important mediating role of negative schema in the maintenance 
of psychosis has been shown in more recent papers. Stowkowy and 
Addington (2012) found that negative beliefs mediated the 
relationship between social defeat and first episode symptoms of 
psychosis. “Social defeat” is conceptually similar to social rank and 
status and is related to beliefs about voice omnipotence (Paulik et al, 
2011). As such, Stowkowy and Addington’s (2012) study also 
supports the current findings. Similarly, Grade et al., (2007) showed 
negative beliefs about self and others were associated with trauma 
and hallucinations. As attachment losses are traumatic events 
(Bowlby, 1973), our study could be seen to complement Grade et 
a/.’s (2007) findings also.
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4.3.5. Controlling for Voice Characteristics and Negative Affect
Beliefs about voices remained significantly associated with voice 
distress, after controlling for negative affect and voice characteristics, 
a finding which was replicated in multiple studies (Birchwood & 
Chadwick, 1997; Birchwood et al., 2000; Hayward, 2003; Vaughan & 
Fowler, 2004; Hacker et al., 2009). The current findings also concur 
with Peters et al., (2011) who found that voice severity (frequency 
and intensity) was not related to distress once beliefs about voices 
were controlled for. Consistent with Birchwood & Chadwick’s (1997) 
cognitive model of psychosis, controlling for voice characteristics or 
mood did not eradicate the relationship between voice omnipotence 
and voice distress in the present study. The current findings suggest 
that beliefs about of voice omnipotence have a key mediating role 
between attachment style and voice distress.
Berry et al., (2006) also showed that both attachment anxiety and 
attachment avoidance predicted voice hearing. However, the 
relationship between attachment anxiety and voices (but not 
attachment avoidance and voices) was significant when controlling 
for negative affect, suggesting a stronger association between 
attachment anxiety and hearing voices (Berry et al., 2006). However, 
due to the use of mediational analyses, the current study was able to 
demonstrate more subtle indirect relationships between variables 
when controlling for negative affect and voice characteristics. The 
relationships between both attachment styles and beliefs about 
voices was still mediated (albeit indirectly in most cases), by negative 
schema. Beliefs about voices also mediated the relationship between 
negative schema and voice distress when controlling for negative 
affect and voice characteristics.
Finally, Smith et al. (2006) have shown that people with lower self­
esteem (or negative self-evaluations) experienced hallucinations of 
greater severity, more negative content and were more distressed by
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them. In line with this, the current study has also shown that 
negative-self schema remain related to voice distress, even when 
controlling for negative affect and voice characteristics, suggesting 
the relationship between negative schema and voice distress is 
independent of these factors.
4.4. Strengths and Limitations
The main limitation of this study is that it utilizes a cross-sectional 
design and so causation between variables cannot be inferred. For 
example, voice distress could also contribute to attachment style, as 
could beliefs about voices and we cannot claim any of these 
relationships are unidirectional. Cross-sectional designs examine 
variables at a single point in time across a group of individuals. 
Therefore we cannot examine the process of change in terms of how 
variables are dynamically related over a period of time, for each 
particular individual. Longitudinal designs would aid inference of 
causation and it is through such studies we can ascertain that 
attachment style can be influenced by mood and psychotic 
symptoms (Mikulincer, & Shaver, 2007). However, caution still needs 
to be exercised in inferring causation with longitudinal designs, as it 
is still possible for a factor to precede another factor without the first 
playing a causal role.
In addition, across this cross-section of different participants there 
were a range of diagnoses and often participants endorsed more 
than one diagnosis. There is evidence that people with different 
diagnoses experience hallucinations differently. For example, 
Hammersley et al., (2010) found that malevolent or omnipotent 
hallucinations were comparatively rare in bipolar affective disorders 
as compared to psychotic disorders. This could be a potential 
limitation of our data. However, this may also be a strength of the 
study as we had variability in our sample. Symptom-based models of 
mental illness are also gathering more empirical support rather than
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diagnostic models based on medical models (Johnstone & Dallos, 
2006).
The use of an internet recruitment strategy can pose a risk in that the 
anonymity of the respondent means we do not know if participants 
are genuine voice hearers. Our recruitment through charities that 
support people who hear voices, reduced this risk. As such, this risk 
does not outweigh the benefit, given the often low sample sizes of 
voice hearers recruited through mental health services (Sorrell et al., 
2010). Anecdotal evidence suggested that people who may not have 
answered the questionnaire in a service setting were able to 
complete it online because it was anonymous (e.g. some participants 
created anonymous email accounts to ask questions first).
Furthermore, our sample scored at or above the clinical mean on 
measures, 60% were currently using mental health services and 90% 
had a mental health diagnosis: this suggests that the recruitment 
strategy was successful in recruiting participants who were, in 
general terms, a clinical population. Furthermore, studies have 
shown that participants who take part in internet-based research on 
mental health have similar characteristics to those who are recruited 
face-to-face (Joppich, 2010).
Another novel decision was to sample across cultures and countries 
and permit all English-speaking people to participate, even if English 
was a second language. However, some measures used in this study 
have been translated or used in countries where English is a second 
language and the constructs have good validity and reliability (e.g. 
Ranjan et al., 2010). In addition, only 7% of our sample did not have 
English as a first language. A recent study by Lawrence et al., (2010) 
also conducted internet-based research across countries with 
participants who were fluent in English. Their findings reflected the 
continuum model of hearing voices, and many of the results around 
affect and beliefs about voices reflected the presentation seen in a
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clinical population. These studies show the validity in using an 
international, online methodology.
Another strength of this study was that the statistical analyses were 
adequately powered. The measures used had good to excellent 
internal consistency reliability and good construct validity. It was 
important to abandon references to romantic relationships and 
replace with reference to “others” on the Experiences in Close 
Relationships Questionnaire Revised (ECR-R), as attachment status 
is context and relationship dependent; and a general perception of 
how people relate to others close to them has been shown to mirror 
how they relate to voices (Hayward, 2003).
Pickering et al. (2008) concluded that attachment models should not 
necessarily be included in models of voice distress, as they found the 
association between insecure attachment and voices was not 
significant when controlling for co-morbid paranoia. A weakness of 
this study may have been that the role of paranoia on the findings 
was not controlled for. In particular, studies have shown that voice 
characteristics are related to increased severity of delusional thinking 
(Hustig & Hafner, 1990). Future studies could explore the 
associations between paranoia and voices with attachment style, 
however, beliefs about voices in themselves could be considered 
“paranoid” or “delusional” and investigation of this itself may lead to 
the circular measurement of very similar constructs. In addition, 
Pickering et al., (2008) did not look at indirect effects, and so we 
cannot draw any conclusions about the possibility of indirect-only 
mediating variables.
Finally, it is recognised that the two-stage mediational approach is a 
limitation of the analysis in this study. There are other methods (e.g. 
path analysis) that would allow the relationships between variables, 
in the hypothesised model in Figure 2, to be tested in serial, rather 
than in two parts. This is planned for the final paper when the study is 
written for submission to a peer-reviewed publication. However, for
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this thesis, I decided to use a statistical approach that I understood 
sufficiently clearly.
4.5. Research Implications
There are several research questions which could be addressed 
following this study. The first is whether the development of 
psychosis is in the two-stage mediational model described in Figure 
2. Do attachment styles precede beliefs about self and others, which 
precede beliefs about voices and voice distress; or are the 
relationship between factors more complex?
Future research would look at attachment styles in children and 
adolescents at risk for developing psychosis. Malmberg et a/.’s 
(1998) recruitment strategy, which targeted 50,000 young men in the 
army was effective, yielded sufficient data and enabled contact with 
participants overtime. Alternatively, young people presenting to early 
intervention services could complete these measures as outcome 
measures, to be used as part of their treatment throughout (and 
beyond) their contact with mental health services.
In the initial phase for children at risk from psychosis, the 
development of attachment style and core beliefs would be 
measured over time. At adolescence, measures of attachment styles 
and schema, in addition to positive schizotypy and beliefs about 
voices and voice distress (if they develop voices) would be given 
over at least three time points. This would enable understanding of 
the development of attachment style, schema, beliefs about voices 
and voice distress over time - whether it is stable or in flux and, if so, 
how so.
There are consistent findings that there are higher levels of 
attachment avoidance in people with a diagnosis of psychosis. This 
may relate to greater numbers of ruptures in attachment relationships
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and increased traumatic separations (Read et al., 2005). However, it 
is still unclear whether the increase in attachment avoidance or 
attachment anxiety relates to interpersonal trauma, given recent 
research reporting an association between attachment anxiety (and 
not attachment avoidance) in interpersonal traumas and PJSD in 
people with psychosis (Picken et al., 2010). However, there is 
evidence to suggest that people who score higher on attachment 
avoidance are also more likely to underreport their distress (Picken et 
al., 2010; Dozier & Kobak, 1992). Further longitudinal studies which 
examine the relationship between traumatic events, attachment 
styles and psychosis would elucidate this further. There is also a 
paucity of longitudinal evidence for Liotti & Gumley’s (2008) 
hypothesis that significant relationships, that strongly disconfirm 
previously held schema, can alter or modify the internal working 
models developed in childhood (Waters et al., 2000). Research on 
attachment, trauma and the development of schema would illuminate 
this.
The current findings suggest a role for both attachment anxiety and 
attachment avoidance in voice distress, in line with MacBeth et al.,
(2008) and Berry et al., (2006). As we did not categorise our sample 
based on attachment style, participants who met the criteria for the 
“fearful attachment” category cannot be deduced from our data. 
MacBeth et al., (2011) tried to address this research question in their 
study of people with first episode psychosis, who were classified 
according to the Adult Attachment Interview (AAI). Their study was 
hampered by too small a sample size, multiple comparisons and the 
use of broad PANSS categories of positive and negative 
symptomatology. However, there are difficulties gathering sufficient 
data face-to-face from a clinical sample through se mi-structured 
interviews (see Sorrell et al., 2010); and questionnaires which 
categorise attachment style have poorer construct validity and
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reliability than questionnaires which use the two-factorial model of 
attachment avoidance and attachment anxiety.
Research also shows more extreme negative self and other core 
beliefs in people with psychosis as compared to non-clinical controls 
(Fowler et al., 2006) who exhibit higher levels of negative 
interpretations of voices, in comparison to non-patients (Morrison et 
al., 2004). Challenges in creating effective interventions may arise 
because of the strength of the relationship between negative schema 
and beliefs about voices. This would need further investigation.
Since negative schemas are long-standing, any related beliefs (e.g. 
beliefs about voices) may be resistant to change. Appraisals of, as 
well as distress from, hearing voices could also create a vicious cycle 
of stigma, shame and reinforcement of those negative schema, 
making them even less amenable to change. The difficulties shifting 
these underlying schemas may explain the equivocal outcomes seen 
in CBT for psychosis. Further research would need to examine the 
utility of schema focused approaches for people with psychosis, 
given the current evidence base which suggests that they are 
important factors in the development and maintenance of psychosis.
Finally, there is evidence that perceptions of voice characteristics do 
change, when people are less distressed by them (Chadwick & 
Birchwood, 1994). Therefore, appraisals of voice power and negative 
schema may also contribute to voice topography, as there are often 
differences reported in the voice severity between clinical and non- 
clinical populations (Stip, 2000). Further research would examine the 
voice activity changes and perceptions of voice activity in the context 
of modified beliefs about voices.
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4.6. Implications for Clinical Practice
Many people who experience psychosis have medication-resistant 
symptoms or do not wish to take medication. One could argue, from 
the current study, that cognitive factors such as negative schema and 
beliefs about voices present as long-term vulnerability factors for 
distress at hearing voices, which in turn, may relate to their 
attachment style. The substantial attachment traumas and general 
trauma histories in this group, as well as consequent social anxiety 
and difficulties with social relating, also increase the risk of 
development of maladaptive schemas and difficulties altering 
longstanding beliefs. It would therefore be important to identify and 
modify core beliefs and schemas with the aim of trying to weaken the 
strength of these beliefs and to generate alternative beliefs. Specific 
cognitive intervention is important since there is some longitudinal 
evidence that even when positive symptomatology improves, the 
underlying beliefs do not change (Csipke & Kinderman 2006).
The current findings add empirical support for formulations in 
psychosis that link attachment style to beliefs about the self and 
others and voices, and to current distress. It could therefore be 
clinically meaningful to elucidate the attachment styles of people 
presenting with voice distress and this could help link voice 
appraisals to attachment style. These formulations could then help 
increase “insight,” shown to improve outcomes (Perivoliotis et al., 
2010): lack of insight plays a role in maintaining and developing 
psychotic symptoms
The present findings support a person-centred, individualised 
approach to formulation and treatment and complement Chadwick's
(2006) Person-Based Cognitive Therapy for Psychosis (PBCT). The 
model recognises that judgements made by voices have a quality of 
being negative-self schema due to their interpersonal nature. The 
therapy is a combination of classic cognitive therapy and third wave 
Cognitive Behavioural Therapy Techniques. It involves challenging
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the negative, global, stable experience of the self and viewing this as 
only one possible self among other, positive versions. It accepts that 
negative schemas have “emotional validity” which makes them self- 
evident; and that negative schemas are experienced psychologically 
and behaviourally as well as emotionally. Therefore, person-centred 
therapy for psychosis would necessitate the development and 
integration of positive-self and positive-other schema. There is a 
small evidence-based for the effectiveness of PBCT at reducing 
emotional distress in individual and group formats (Chadwick, 2006; 
Dannahy et a/., 2011).
Mindfulness techniques have also been shown to be effective at 
reducing voice distress (Chadwick, 2005; Chadwick et al., 2009; 
Dannahy et al., 2011). Mindfulness teaches that although thoughts, 
feelings and beliefs seem true in a particular moment, they also fade 
and pass to different thoughts and feelings. PBCT groups facilitate 
learning about different psychological techniques to manage voice 
distress: evaluating beliefs and practising mindfulness complement 
one another as strategies as, in not becoming overly attached to 
these experiences and letting thoughts go, this provides evidence 
that voices are less powerful and have less control.
Finally, due to the conceptual overlap between cognitive and 
interpersonal models of voices, the current study also lends support 
for an intervention based on “Relating Therapy” for people who hear 
voices (Hayward & Fuller, 2010). This therapy aims to modify 
distressing relationships with voices through skills training in 
assertiveness techniques for powerful or controlling voices, engaging 
voices in dialogue and building on more positive experiences of 
relationships. Although the evidence-base for Relating Therapy is 
small and no large scale studies have been conducted (Hayward et 
al., 2009), a range of different stakeholders (clients, relatives, 
therapists and referrers) provide qualitative evidence that Relating 
Therapy can be beneficial (Hayward & Fuller, 2010). Positive change
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has been said to occur through improving clients' relationships with 
their voices and social relationships, improving mood and well-being 
as well as engendering hope and acceptance (Hayward & Fuller, 
2010).
4.7. Conclusions
The model outlined in Figure 2 lends support to a new model of voice 
distress which has not previously been investigated. It is the first 
study to test the cognitive model of voices in its entirety using one 
data set. Although previous studies have supported parts of the 
model, the model has not been supported as a whole. Hence, the 
current findings both build upon, as well as unite, different aspects of 
the cognitive model. For example, the current findings are in line with 
Vaughan and Fowler's (2004) hypothesis that interpersonal 
schemata contribute to the style of relating to voices and that these 
mediate voice distress. It also supports the seminal work of 
Chadwick and Birchwood (1994) who suggested that beliefs about 
voices develop as part of making sense of voices and that these 
beliefs are underpinned by core beliefs or schema, both interpersonal 
and individual.
The current study demonstrates that negative-self and negative-other 
schema and beliefs about voice malevolence and omnipotence 
mediate the relationship between attachment style and voice 
distress. These cognitive-affective factors mediate the relationship 
between attachment style and voice distress, independent of voice 
activity and co-morbid anxiety and depression. Therefore, despite 
methodological limitations, the current study provides a significant 
novel contribution to the literature. Future research would benefit 
from developing the measures available to classify attachment styles 
and investing in longitudinal designs, which can capture the 
dynamics of significant interpersonal events, trauma and negative
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schema, in the development and maintenance of beliefs about voices 
and psychotic symptoms.
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6. APPENDICES
6.1. Appendix 1: Ethics Committee Documents -  Ethical 
Approval Letters. Proiect Amendment Letter, Detailed Proiect 
Proposal and Summary
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Part B: Do negative schema and beliefs about voice power 
mediate the relationship between attachment style and 
psychosis?
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The Faculty of Arts and Human Sciences Ethics Committee have 
given a favourable ethical opinion.
If there are any significant changes to this proposal you may need to 
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Dr Adrian Coyle 
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271
Psych.D. Research Dossier
UNIVERSITY OF
Julie Earl
Secretary and Administrator
FAHS Ethics Committee
Administrative Assistant
Faculty of Arts and Human Sciences
University of Surrey
Guildford, Surrey
GU2 7XH
Esther Clarke & Alison Holt 
Trainee Clinical Psychologists 
University of Surrey 
Psychology Department 
Guildford, Surrey 
GU2 7XH
6*^  May 2011 
Dear Julie Earl,
RE: 574-PSY-11 RS -  Significant Amendments to Project with 
Favourable Ethical Opinion
Project Title: -  Relationships and Recovery in Psychosis 
(amended from “Recovery and Distress in Psychosis”)
Part A: Exploring the mediating role of psychological flexibility 
and cognitive re-structuring on the relationship between hearing 
voices and recovery.
Part B: Do negative schema and beliefs about voice power 
mediate the relationship between attachment style and 
psychosis?
We would like to inform you of recent updates to our project and 
request scrutiny by the Faculty Ethics Committee. We would be 
grateful if you could verify whether we will still qualify for a favourable 
ethical opinion. The title of the project has been changed from 
‘Recovery and Distress in Psychosis’ to ‘Relationships and Recovery 
in Psychosis’.
All original documents have been resubmitted electronically. Most 
changes have been highlighted in ‘bold italics’ unless significant 
changes have been made to an entire document. I will go through 
each document and page number where amendments have been 
made:-
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A) The Amended Specimen Letter
- This is to be sent to charitable organisations that support 
people who hear voices. Much of this wording has been 
changed throughout.
B) Detailed Proiect Protocol
- Summary, p.1: One sentence has been amended to more 
clearly describe the aims of the research project (Part B).
- Page 3: The Generalized Anxiety Disorder Assessment 
(GAD-7) measure is described. This will be added to the 
existing battery of measures to control for the contribution of 
anxiety levels on the relationships under investigation in Part 
B.
- Page 4: GAD-7 has been added to the list of measures.
- Page 4, point ‘9’: We can now more clearly describe how 
participants can exit the survey if they become distressed and 
retrieve the debrief page and details of support organisations.
- Page 4, point 10: We ask participants to forward details of the 
study to anyone who may be interested as part of our 
recruitment strategy.
- Page 6 : The use of the GAD-7 as a 'covariate' is described.
- Page 7: There is an extra reference, Spitzer et al., (2006).
C) Ethics Summary
- Page 3: There are now two references to the GAD-7 measure.
D) Questionnaire Pack
- Page 1: There are now more background information 
questions.
- Page 12: The GAD-7 measure is shown.
E) University Ethics Form
- There are no changes to the university ethics forms but these 
have been resupplied for completeness.
F) Website Screens
- Page 1: The first page has been made more concise and 
appealing through less emphasis on ‘distress’ and more 
emphasis on coping, treatment, self-management and 
recovery.
- Page 2, consent screen: There is no section asking for an 
email address, name or date. Participants simply click if they 
are in agreement with each of the consent items and are then
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taken to the beginning of the questionnaire if they are or away 
from the study if they are not in agreement.
- Page 3: There is now an eligibility screen for participants to 
answer two questions, in order for us to assess their eligibility. 
If participants are not eligible they are taken directly to page 6 .
- Page 4: If participants are not in agreement with any of the 
consent items they are taken to page 4 which says “Thank you 
for your interest!”
- Page 5; The final section on the debrief screen has been 
changed to less ‘alarming’ language, following service-user 
consultation feedback. These changes will still enable people 
to access support services where there is some risk to 
themselves or others. Rather than indicating that taking part 
could be potentially ‘troubling or disturbing’, we have changed 
this to ‘How are you feeling? If you feel distressed or 
discomforted...’
Please do not hesitate to contact either myself, Alison Holt or 
Dr. Clara Strauss if you require any further information.
Yours sincerely
Esther Clarke
Trainee Clinical Psychologist
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UNIVERSITY OF
SURREY
Relationships and Recovery in Psychosis 
Summary of Study (01.05.2011 )
Summary of the Project
This is an application to conduct a wider research project looking at 
factors associated with distress and recovery in psychosis. It consists 
of two separate doctoral-level projects which depend on 
questionnaire data taken from the same online respondents. We 
apologise for exceeding the recommended word limit as this proved 
difficult when summarising two projects.
Part A: Exploring the Mediating Role of Psychological Flexibility 
and Coqnitiye Re-structuring in the Relationship between 
Hearing Voices and Recoyery.
The experience of psychosis involves a range of experiences, one of 
which is hearing voices (‘auditory hallucinations'). Voice hearing is 
reported by people with a range of other mental health conditions 
including schizophrenia. Contrary to popular belief, hearing voices is 
not always experienced as distressing. Many people who hear voices 
report feeling comforted and do not always interfere with quality of 
life (Romme & Escher, 1993). This project will explore the 
relationship between hearing voices and recovery, where recovery is 
used to refer to leading a meaningful and valued life despite ongoing 
symptoms.
Acceptance and Commitment Therapy (ACT) is a third wave 
Cognitive Behavioural Therapy (CBT) approach, which focuses on 
acceptance, mindfulness and values-based living (Hayes at a i, 
1999). Traditional CBT focuses on challenging thoughts (cognitive 
restructuring), whereas ACT teaches clients tolerance and 
acceptance of symptoms. Whilst both CBT and ACT focus on 
behaviour change, ACT is more explicit at directing behaviour 
change towards valued living.
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There is little research testing the theoretical basis of either ACT or 
CBT for psychosis, as the emphasis has been on evaluating therapy 
outcome (Bach and Hayes, 2002). Theoretically, from an ACT 
perspective, factors such as ‘acceptance’ and ‘values-based living’ 
should mediate the relationship between hearing voices and 
recovery. Alternatively, a traditional CBT perspective would predict 
that conviction in beliefs about voices, as well as positive self- and 
other- schema, would mediate this relationship.
Objectives
This project aims to investigate if and to what extent ACT and/or CBT 
factors mediate the relationship between hearing voices and 
recovery. It is predicted that the two ACT factors (acceptance and 
committed action) and five CBT factors (beliefs about voice 
omnipotence, beliefs about voice malevolence, beliefs about voice 
benevolence, and negative core beliefs) will all mediate the 
relationship. There are no strong theoretical or empirical grounds for 
specifying the hypotheses in any more detail.
Part B: Do Negative Schema and Beliefs about Voice Power 
Mediate the Relationship between Attachment Stvie and 
Psychosis?
Research shows there are individual differences in current 
‘attachment style’ or people’s attitudes, beliefs and behaviours in 
relationships (Bartholomew & Horowitz, 1991). Current attachment 
style is shaped by significant relationships throughout the lifespan 
which contribute to ‘internal working models’ of relationships. Current 
attachment has been measured and conceptualised according to 
attachment ‘avoidance’ and ‘anxiety’ (Bartholomew, 1990) - with 
higher scores indicating greater attachment insecurity.
Empirical evidence suggests a consistent association between 
insecure adult attachment style and a wide range of distressing 
mental health conditions (Dozier et a!., 1999), including psychosis 
(Ponizovsky et a!., 2007). This study will evaluate possible factors 
which mediate the relationship between attachment anxiety and 
attachment avoidance, on the one hand, and distressing auditory 
hallucinations (voices) on the other. The purported mediators are (a) 
‘core beliefs’ and (b) ‘beliefs about voice power’. In line with (a), 
extreme negative beliefs about the self and others are consistently 
found in people with psychosis (Fowler et al, 2006). In line with (b)
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attributions of voice ‘power’ have been shown to include beliefs about 
voice ‘malevolence’ and ‘omnipotence’, which are associated with 
level of voice hearing distress (Chadwick et al., 2000). However, 
whether or not and to what extent these variables might mediate the 
relationship between attachment style and distress at hearing voices 
has not been explored.
Objectives
Further research needs to be conducted using validated, reliable 
measures of current attachment, core beliefs and beliefs about voice 
power in order to understand the relationship between insecure 
attachment and psychosis as hypothesised in Figure 1.
Figure 1
DistressCore
beliefs
Attachment
style
Beliefs
about
voices
Figure X: Main hypotheses to be tested using 
step-wise multiple regression
See Figure 1 for the rationale and different factors involved in testing 
the main hypotheses:-
1) Attachment anxiety and avoidance, as measured by the 
Experiences in Close Relationships Revised (ECR-R), will 
predict negative beliefs about the self- and others, as 
measured by the Brief Core Schema Scales (BCSS). 
However, the association between attachment anxiety and 
negative self- schema will be stronger than negative other- 
schema. Conversely, the association between attachment 
avoidance and negative other-schema will be stronger than 
negative self-schema.
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2) Negative core beliefs about the self and others will predict 
beliefs about voice malevolence and omnipotence, as 
measured by the revised Beliefs about Voices Questionnaire 
(BAVQ-R).
3) Voice malevolence and omnipotence will predict distress, as 
measured by the distress item in the Hamilton Program for 
Schizophrenia Voices Questionnaire (HPSVQ).
4) Negative core beliefs about the self and others will mediate 
the association between attachment anxiety and attachment 
avoidance and beliefs about voice malevolence and 
omnipotence.
5) All hypotheses will remain when controlling for Patient Health 
Questionnaire (PHQ-9) depression, but the strength of the 
relationships will be less.
6) All hypotheses will remain when controlling for 
Generalized Anxiety Disorder (GAD-7) measure of anxiety.
Summary of Methodology
Participants
It is estimated that 160 participants will be needed for both parts of 
the study. Participants will be recruited through specialist UK and 
international hearing-voices organisations. Participants will be at 
least 18 years of age.
Measures
Participants will be asked to complete the following questionnaires: 
i. Background information screen (attached) 
j. The Brief Core Schema Scales (24 items) 
k. Beliefs About Voices Questionnaire-Revised (35 items)
I. The Hamilton Program for Schizophrenia Voices 
Questionnaire (13 items) 
m. The Voice Acceptance and Action Scale -  9 (9 items) 
n. The Recovery Assessment Scale Revised (24 items)
o. The Experiences in Close Relationships-Revised (36 
items)
p. The Patient Health Questionnaire (9 items) 
q. The Generalized Anxiety Disorder (GAD-7) measure of 
anxiety (7 items)
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Procedure
1. Hearing voices organisations will be approached to advertise 
the study on their websites in their support groups (e.g. HVN 
etc). A letter to the organisations inviting them to participate in 
the research is enclosed.
2. Participating organisations will host a link to the study website 
on their own websites and will help us to distribute information 
about the study to support groups (participant information 
leaflet enclosed)
3. Once participants access the website, they will be asked to 
read the consent form and agree by ticking a box. They will 
also be asked to leave their contact details which, with their 
permission, will be entered into a draw for Amazon vouchers.
4. The participants are then asked to complete the 
questionnaires. This data will be transferred into an Excel 
format, which can be used for data analysis by the 
researchers.
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UNIVERSITY OF
Relationships and Recovery in Psychosis 
Detailed Protocol (01.05.2011)
Summary
This study takes a closer look at the mediating factors of recovery in 
psychosis. The study takes two separate strands and will ultimately 
produce two distinct doctoral research projects. The first project will 
explore mediating variables commonly purported by Cognitive 
Behavioural Therapy (CBT) and Acceptance and Commitment 
Therapy (ACT) as being necessary for recovery. This research hopes 
to contribute to developing parsimony in psychological interventions 
offered to people who experience psychosis, particularly those who 
hear voices. The second project examines whether negative 
schemas and beliefs about voice power mediate the relationship 
between current attachment style and psychosis. Both strands of this 
study will be using responses from the same participants in their data 
collection. This project hopes to contribute to the understanding of 
psychosis, as well as inform approaches to the treatment of those 
experiencing psychosis.
Participants
A power calculation suggested that 160 participants will be required 
for this study. Participants will be recruited through advertisements 
posted on credible websites for people who have had voice hearing 
experiences. Local support groups will also be approached to invite 
group members to participate in the project.
Participant inclusion criteria are as follows:
-18-65 years old inclusive
- Have heard voices for at least three months
- Have a sufficiently good grasp of the English language in 
order to understand and respond to the questionnaire items.
This will be assessed using self-report.
281
Psych. D. Research Dossier
Measures 
Joint Measures for Parts A and B 
The Brief Core Schema Scales (BCSS; Fowler et al., 2006)
The 24-item BCSS has items relating to positive and negative beliefs 
about the self and others. It first asks participants to choose 'yes' or 
‘no’ to statements (12 items about the self: e.g. I am unloved’ and 12 
items about others: e.g. ‘Other people are hostile’). They then rate 
any items they have endorsed on a five-point Likert scale from 0-4 
(from ‘believe it slightly’ to ‘believe it totally’).
The scale has good construct validity as shown by a moderate to 
strong association with the Rosenberg Self-Esteem Scale (RSES; 
Rosenberg, 1965) the negative-self and positive-self BCSS 
subscales had a moderate to strong association (r = 0.64 and r = 
0.65, p<0.001 respectively). However, correlations between the 
RSES and BCSS negative-other and positive-other scales were 
weak (r = 0.20 and r = 0.26, p<0.001, respectively) indicating that 
they might be measuring different constructs.
Cronbach’s a scores are between 0.78 and 0.88, indicating good 
internal consistency reliability. The scales also have good test-retest 
reliability: negative-self (r =0.84), positive-self (r = 0.82) negative- 
other (r = 0.70) and positive-other (r = 0.72; all significant at p < 
0.001).
Beliefs about Voices Questionnaire-Revised (BAVQ-R; 
Chadwick, et al., 2000)
This is a 35-item measure of people’s beliefs about their voices as 
well as their reactions and behaviour towards them. We will only 
collect data on the first 26 items relating to people’s beliefs about 
their voices, with a focus on beliefs about voice omnipotence and 
malevolence. Examples of items about voice malevolence and 
omnipotence, which are ‘my voice is evïï and ‘my voice makes me do 
things I do not want to do\ respectively. The Cronbach’s a for the two 
subscales is 0.74 (omnipotence) and 0.88 (malevolence), which 
shows good internal consistency reliability.
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The Hamilton Program for Schizophrenia Voices Questionnaire 
(HPSVQ; Van Lieshout and Goldberg, 2007)
This 13-item scale will be used to measure the different dimensions 
of voices. The items are rated on a five-point Likert scale (0 = least 
severe or impairing and 5 = most severe). The items represent two 
broad aspects of voices - the physical (e.g. frequency and duration) 
and the emotional (e.g. how bad the voices make the person feel). 
Kim at a i (2010) found the HPSVQ had good internal consistency 
reliability (Cronbach’s a = 0.74 - 0.94). The scale has fair to good 
test-retest reliability with items ranging from r = 0.50 - 0.89 (Kim et 
a/., 2010).
Measures for Part A only
The Voice Acceptance and Action Scale -  9 items (VAAS-9; 
Ratciiff, 2010)
The VAAS-9 is a 9 item measure containing two sub-scales of 
acceptance (‘There are worse things in life than hearing voices’) and 
action {‘When I disagree with a voice, I simply notice it and move 
on’). The VAAS-9 is a shortened version of the original VAAS 
designed by Shawyer et al. (2007). Preliminary studies show good 
consistency and reliability. Cronbach’s a were 0.7 and 0.83 for the 
respective factors of acceptance and action.
The Recovery Assessment Scale Revised (RAS-R; Corrigan et 
ai., 1999)
The RAS-R will be used to measure participants’ perception of their 
recovery from serious mental illness. The self-report questionnaire 
has 24 items which are rated on a 5 point Likert scale (from ‘strongly 
disagree’ to ‘strongly agree’). Sample items include ‘I have a desire 
to succeed’ and ‘I can handle it if I get sick again’. There are five 
domains identified by Corrigan et al. (2004) namely personal 
confidence and hope, willingness to ask for help, goal and success 
orientation, reliance on others, and no dominations of symptoms. 
Corrigan et al. (1999) demonstrated the RAS-R had good internal 
consistency with a Cronbach’s a score of 0.93. Re-administration of 
the RAS-R demonstrated adequate test re-test reliability (r=0.88).
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Measures for Part B only
The Experiences in dose Relationships-Revised (ECR-R; 
Fraley, et al., 2000).
The ECR-R is a 36-item measure derived from an exhaustive list of 
over 300 attachment items collated by Brennan et al. (1998). The 
original items refer to thoughts, feelings and behaviours in romantic 
relationships, but the scale has been adapted, according to the 
authors' guidance, so that this is not essential to answering the 
items. References to 'romantic partners' or ‘partners’ has been 
replaced with the word ‘others’. The participants assess the extent to 
which each item is representative of them using a 7-point Likert scale 
from ‘strongly disagree’ to ‘strongly agree’. The ECR-R has high 
internal consistency reliability with a Cronbach’s alpha of higher than
0.90 (and good test re-test reliability (86% shared variance over time; 
Sibley at a/., 2004). Sibley at a!., (2005) also show that the ECR-R 
has significant associations with the Relationships Questionnaire 
(RQ; Bartholomew & Horowitz, 1991): the ECR-R and RQ measures 
of anxiety were moderately positively correlated, r = .69 (p <.001 ), as 
were measures of avoidance, r = .45 (p < .001), indicative of 
construct validity.
The Patient Heaith Questionnaire (PHQ-9) Kroenke et al., (2001)
The PHQ-9 is a screening measure for depression. The PHQ-9 has 
high internal consistency reliability (Cronbach’s alpha = .80 Lee at 
a i, 2007), good test-retest reliability (r = .84, Kroenke at a i, 2001) 
and construct validity (r =.73, Martin at a i, 2006). Items are based on 
experience of a range of problems, presenting in the last two weeks, 
which are signs of depressed mood such as ‘Little interest of 
pleasure doing things’ and ‘feeling tired and having little energy’. 
Items are on a four-point Likert scale from ‘not at all’ to ‘nearly every 
day’.
Generalized Anxiety Disorder assessment (GAD-7)
This is a 7-item self-report measure of anxiety which is used as 
a screening instrument to measure generalised anxiety 
disorder. The GAD-7 has a scale of 0-3, with higher scores 
indicating greater symptoms of anxiety in the past two weeks: 0 
corresponds to “not at ali“ and 3 to “nearly every day”. The 
GAD-7 has high internai consistency reiiability (Cronbach’s 
aipha =  .92, Spitzer et al., 2006), good test-retest reliability (r =
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.83, Spitzer et al., 2006) and construct validity (r =  0.72 to r =0.74,
Spitzer et al., 2006).
Procedure
2. Participants are to be recruited through the hearing voices 
support organisations such as the Hearing Voices Network 
(HVN), Rethink and Intervoice. An invitation letter to organisations 
is enclosed.
3. Support organisations will be asked to put a link to the study 
website on their own websites and a donation of up to £50 will be 
made to thank organisations for their support.
4. A participant information document (attached) will be given to 
support organisations to distribute to their members. This will 
include the study website address. Visits to support group 
meetings can be made, if necessary, to bolster participant 
numbers.
Participants who wish to take part will be directed to the study 
website. The first page on the website will contain the attached 
participant information, followed by the consent screen (also 
attached). Participants will be assured of the anonymity of their 
responses and their right to withdraw at any time without giving a 
reason.
6. Participants will be informed that they will be entered into a prize 
draw for three prizes: £50, £40 or £30 worth of Amazon vouchers 
to thank them for their participation.
7. Participants will not be able to proceed to the self-report 
questionnaires until they have agreed to all statements on the 
consent form.
8. Once the consent form has been completed, participants will be 
able to proceed to the attached study questionnaires in the 
following order:
a. Background information screen (attached)
b. The Brief Core Schema Scales (24 items)
c. Beliefs About Voices Questionnaire-Revised (35 items)
d. The Hamilton Program for Schizophrenia Voices 
Questionnaire (13 items)
e. The Voice Acceptance and Action Scale -  9 (9 items)
f. The Recovery Assessment Scale Revised (24 items)
g. The Experiences in Close Relationships-Revised (36 
items)
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h. The Patient Health Questionnaire (9 items)
/. The Generalized Anxiety Disorder (GAD-7) measure of 
anxiety (7 items)
9. Once all study questionnaires have been completed participants 
will be directed to a screen thanking them for their participation 
and giving debriefing information. This includes information about 
support organisations.
10. If participants choose to abandon the questionnaires prematurely, 
possibly due to finding the questions distressing, they will also be 
re-directed to the final screen. In order to do this, participants 
can choose to exit the study by clicking where indicated on a 
grey bar end of each screen. This reads:-
‘If you want to exit the study, dick here. This will take you to the 
information screen. ’
As explained above, this will provide them with the study debriefing 
information as well as information about support organisations.
11. Participants will also be asked to forward a link to our website if 
they know anyone else who might be interested in parti ci pating:-
‘If you know anyone who may be interested in participating with 
our research, please suggest they visit our website:
htto://www.fahs.surrev.ac.uk/survev/voices'
Planned Data Analysis
Please note that a proportion of responses from all participants will 
be used for data analysis in both studies.
Part A
Descriptive statistics will be presented and described. Correlational 
analyses between variables will be reported and discussed in relation 
to the study hypotheses. Where data do not meet assumptions for 
multiple regression analyses, attempts to transform data will be 
made.
A mediation analysis using the Baron and Kenny (1986) method will 
be used. This will test if the ACT/CBT variables fully or partially
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mediate the relationship between HPSVQ (symptoms) and RAS-R 
(recovery).
Part B - Data analysis and hypotheses
1) Hypothesis 1: Attachment anxiety and avoidance, as 
measured by the ECR-R, will predict negative beliefs about 
the self and others, as measured by the Brief Core Schema 
Scales (BCSS).
Two multiple regression analyses with negative self-schema 
and negative other-schema as dependent variables 
respectively and attachment anxiety and attachment 
avoidance as predictors.
2) Hypothesis 2: Negative core beliefs about the self and others 
will predict beliefs about voice malevolence and voice 
omnipotence, as measured by the Beliefs about Voices 
Questionnaire (BAVQ-R).
Two multiple regression analyses with (1) BAVQ-R 
malevolence (2) BAVQ-R omnipotence as dependent 
variables respectively, and the two negative BCSS scores as 
dependent variables.
3) Hypothesis 3: Voice malevolence and voice omnipotence will 
predict distress, as measured by the HPSVQ.
A multiple regression analysis with voice hearing distress as 
the dependent variable and BAVQ-R malevolence and 
omnipotence as predictors.
4) Hypothesis 4: Negative core beliefs about self and others 
will mediate the association between attachment anxiety and 
avoidance and beliefs about voice malevolence and 
omnipotence.
Baron and Kenny's (1986) method for evaluating mediation 
will be used to test the following:
1. Attachment anxiety and avoidance will predict BAVQ-R 
malevolence and BAVQ-R omnipotence
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2. Attachment anxiety and avoidance will predict BCSS 
scores
3. BCSS scores will predict BAVQ-R malevolence and 
omnipotence
4. (1) will no longer hold true, or association will be 
reduced, when first entering BCSS scores into regression. 
This will test if the BCSS scores fully or partially mediate 
the relationship between attachment and beliefs about 
voices.
5) PHQ-9 depression will be added to the model as a covariate 
and it is predicted that this will reduce but not eliminate the 
above associations.
6) GAD-7 anxiety will be added to the model as a covariate 
and it is predicted that this will reduce but not eliminate 
the above associations.
7) If 1-4 are supported, we would test the model in Figure 2 using 
structural equation modelling (SEQ).
ATTACHMENTSTYLE
CORE BELIEFS BELIEFS ABOUT VOICES
Negative 
beliefs about 
the self 
(BCSS)
Malevolence
(BAVQ)
Anxiety
(ECR-R)
Negative 
beliefs about 
others (BCSS)
Omnipotence
(BAVQ)
Avoidance
(ECR-R)
seventy
(HPSVQ)
Figure 2: Model of seven variables to be tested using stepwise multiple 
regression, controlling for effects of anxiety and depression
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UNIVERSITY OF
SURREY
(Amended specimen letter to be sent to nan-statutory organisations 
that support people who hear voices).
Address of Organisation Our address
E-mails
Dear
RE: Research into Relationships and Recovery in Psychosis
We are a research team at the University of Surrey with a passion for 
clinical work and research with people with psychosis. Our team consists of 
two Trainee Clinical Psychologists, Alison Holt and Esther Clarke, as well 
as Dr. Clara Strauss, Clinical Psychologist. We are aware of the substantial 
support that organisations such as the Hearing Voices Network and hearing 
voices support groups provide for their members and the wider community.
We are conducting research into the factors associated with relationships 
and recovery in people who hear voices. Specifically we want to discover 
what factors may promote recovery from, and coping with, distressing 
voices. We would like to invite people who hear voices to participate in our 
internet-based research. We feel this is best achieved through advertising 
our research on popular and informative websites such as yours.
Participants will be asked to complete a questionnaire through our website. 
This should take about 25 minutes and responses would remain 
anonymous. To thank people for their time, participants can choose to enter 
into a prize draw for a chance to win a £50, £40 or £30 Amazon voucher.
We would like to ask if we could post a description and link to our electronic 
survey on your website. Where possible, it would also help to include 
information of our study in any newsletters or forums linked to your 
organisation. Our webpage is as follows: 
http://www.fahs.surrev.ac.uk/survev/voices/. Please visit the site to find out 
more about our study.
Thank you for taking time to read about our research and for considering 
our request. Please get in touch on any of the contact details below to 
discuss how we could proceed with publicising our research.
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Yours sincerely,
Research Dossier
Esther Clarke
Trainee Clinical Psychologist 
Email: e.clarke@surrev.ac.uk
Alison Holt
Trainee Clinical Psychologist 
Email: a.holt@surrev.ac.uk
Supervised by:
Dr. Clara Strauss
Research Tutor (University of Surrey) 
Email: c.strauss@surrev.ac.uk
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6.2. Appendix 2: Summary of Results for Dissemination
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Research into Relationships and Recovery
Clarke, E. (2012). Do Negative Schema and Beliefs about Voice 
Omnipotence and Malevolence Mediate the Relationship 
between Attachment Style and Distress from Hearing Voices? 
Submitted Doctoral Thesis, University of Surrey.
It is not unusual to hear voices. Research has shown that many 
people are comforted by the voices that they hear, but there are 
other people who are distressed by hearing voices (Sorrell et al., 
2010). People who have a positive experience of hearing voices tend 
to believe the voice to be kind and reassuring. In contrast, those 
distressed from hearing voices often believe the voices have bad 
intentions and are powerful (Chadwick & Birchwood, 1994). Distress 
from hearing voices has been also been associated with feeling 
insecure in close relationships (Berry et al., 2011).
This research study looked at why feeling insecure in close 
relationships (“insecure attachment”; Bowl by, 1973) is associated 
with feeling distressed by hearing voices. The aim of the study was to 
find out whether beliefs about voice power and bad intentions as well 
as negative beliefs about oneself and others helped to explain the 
relationship between feeling insecure in close relationships and 
distress from hearing voices. This is shown in the diagram below:-
Attachment
style
Negative
schema
Beliefs
about
voices
Voice
distress
The study found that the pathways shown in the diagram were all 
supported. This means that, for people who hear voices, feeling 
insecure in close relationships tends to be linked to having negative 
beliefs about oneself (low self-esteem) and other people. These 
negative beliefs about oneself and other people were also found to
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be linked to believing that voices are powerful and have bad 
intentions. Finally, this study found that having these beliefs is linked 
to feeling distressed by the voices. These types of beliefs therefore 
seem to pose as risk factors for feeling distressed by voices. This 
suggests that psychological therapies which aim at modifying and 
distancing from negative beliefs about oneself, other people and 
voices could be effective.
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Holt, A. M. (2012). Exploring the mediating role of CBT and ACT 
therapy variables on the relationship between hearing voices 
and both ciinicai and personal recovery. Submitted Doctoral 
Thesis, University of Surrey.
A large proportion of people who hear voices are not distressed by 
them and lead valued and meaningful lives despite hearing voices. A 
number of researchers are currently exploring different ways of 
supporting those people distressed by hearing voices.
Some therapies work by encouraging clients to develop skills (such 
as alternative ways of thinking, or planning valued activities), that 
have been found to reduce distress and increase self-esteem. This 
study looked more closely at the ways in which two different types of 
therapy work, namely Cognitive Behavioural Therapy (CBT) and 
Acceptance and Commitment Therapy (ACT). It aimed to see 
whether people who hear voices and who naturally use the skills that 
these therapies promote do indeed experience less distress and/or 
feel they live meaningful lives.
The results found that seven out of the nine proposed therapy 
variables did impact the relationship between voice hearing and 
levels of distress and recovery. These were as follows:
V Positive perceptions of oneself (high self-esteem)
V Negative perceptions of oneself (low self-esteem)
/  Negative perceptions of others
V Believing that the voice has bad intentions
V Believing the voice is powerful
V Ability to live with voices rather than struggle with them 
(acceptance)
V Ability to act purposefully and live well, even as voices persist 
(independence)
This means that changing these ways of thinking and doing might 
help voice hearers to manage their experiences better. Sometimes 
this might involve thinking in different ways about the voices, and 
other times this might mean doing things that make them feel good 
about themselves despite hearing voices.
‘Recovery’ has different meanings for different people. Another part 
of this research demonstrated that recovery is not just about making
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people feel less distressed and low. In fact, recovery involves hope, 
optimism for the future, and doing everyday activities such as looking 
after family and running errands. These are important areas for 
anyone to strive towards, both in and outside of therapy. The 
important change factors are slightly different for each type of 
recovery, and therefore both ‘symptoms’ and ‘general life quality’ 
need to be addressed for a holistic and rounded recovery to be 
achieved.
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6.3. Appendix 3: Recruitment Flow Diagram
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6.4. Appendix 4: Participant Demographics
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Table 1: Participant Demographics A
N (% of total 
sample) Mean (SD)
Gender
Male 55 (36.7)
Female 94 (62.7)
Missing 1 (0.7)
Age (years)
149 (99.3) 
1 (0.7)
37.09
(11.08)
Marital status
Single 68 (45.3) 45.3
In relationship, married or in a 63 (42.0) 42.0
civil partnership 
Divorced or separated 14 (9.3) 9.3
Other 4 (2.7) 2.7
Missing 1 (0.7)
Formal qualifications
None 29 (19.3)
Left school at 16 with 
qualifications 29 (19.3)
Undergraduate degree 54 (36.0)
Post-graduate degree 24 (16.0)
Missing 1 (0.7)
Occupation
Full or part-time education 24 (16.0)
Full or part-time paid work 42 (28)
Full or part-time voluntary work 13(8.7)
Not in education or work 57 (38)
Other 13(8.7)
Missing 1 (0.7)
Housing
Living with partner, family or 
friends 90 (60.0)
Living alone 47 (31.3)
Supported housing/hostel 3 (2.0)
Other 9 (6.0)
Missing 1 (0.7)
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Table 2: Participant Demographics B
N (% of total 
sample)
English as a firs t ianguage
Yes 139 (92.71
No 10(67)
Missing 1 (0.7)
Ethnicity
White English/Welsh/ Scottish/ 98 (65.3)
Northem Irish/ British
Irish 3(20)
Any other White background 24(16)
White and Black Caribbean 1 (0.7)
White and Black African 1(07)
White Asian 3(20)
Any other mixed background 9 (6.0)
Asian/ Asian British 1(07)
Chinese 1(07)
Any other Asian background 1(07)
African 2(1.3)
Any other black/ African/ 1(07)
Caribbean background
Any other ethnic group 4 (2.7)
Missing 1(07)
Country o f residence
UK 88 (58.7)
USA 30 (20.0)
Canada 11 QL3)
Australia 10(6.7)
New Zealand 1(07)
Other 9 (6.0)
Missing 1(07)
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Table 3: Participant Demographics C
N (% of total 
sample)
Mean (SD; 
range)
Diagnosis^
None 15(10)
Schizophrenia 42 (28.0)
Schizoaffective disorder 29 (19.3)
Any form of psychosis 16(10.7)
Borderline Personality Disorder 18(12)
Bipolar Disorder 24 (16)
Depression 35 (23.3)
Anxiety disorder e.g. 
OCD/PTSD 29 (19.3)
Any other diagnosis 23 (15.3)
Not sure 4 (2.7)
Missing 1 (0.7)
Current use of mental health services
None 37 (24.7)
Using mental health service but 10(6.7)
not sure of the name 
Community mental health team 52 (34.7)
Assertive outreach team 2(1.3)
Early intervention team 3 (2.0)
Inpatient or residential service 2(1.3)
Psychological therapy service 15(10.0)
Other mental health service 28 (18.7)
Missing 1 (0.7)
Past use of mental health 
services
Never used MH services and 
not currently 10(6.7)
Community mental health team 8 (12)
Assertive outreach 2(1.3)
Early intervention 3(2)
Inpatient 1 2 (8)
Psychological therapies 11 (7.3)
Other 7 (4.7)
Referred but unused 3(2)
Missing 112(75.7)
Duration (years) of use of 4.30 (5.66; 0-
mental health services 37 (24.7 ) 24)
Missing 113(75.3)
® People w ere  able to endorse as m any diagnoses as w ere  applicable to them . Fifty-one  
(34% ) participants endorsed m ore than one diagnosis: 29 (19.3% ) endorsed 2 d iagnoses, 
15 (10% ) endorsed three diagnoses, 6  (4% ) endorsed four diagnoses and one person  
(0.7% ) endorsed six diagnoses.
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6.5. Appendix 5: Website Questionnaire Screens
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Q Hearing Voices: Research into t
Relationships and Recovery #  SURREY
Thank you very much for your interest in our study, which aims to took a t relationships and recovery 
in people who hear voices.
I f  you would like to see whether you can help us w ith our research, and the chance to win Amazon 
vouchers worth up to (US) $75 in your preferred currency, please d ick  on the arrow below.
o
I f  you want to exrt the study, click here. This will t
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Hearing Voices: Research into 
Relationships and Recovery
Thank you for your interest in our study.
;ag«;rite|
Are you between the ages of 18 and 65?
iagecrite=lj
i^ Q
Ü
;Ruentengi
Can you read and speak English fluently?
lfluetrteng=li
Ü
:fiuenter*g=2l
"■"D
Yes
No
Have you heard a voice in the last week?
!vokzs=l;
Yes
;V0KSS=2; fi|Q
*whenv|
When did you first start hearing voices?
|wlien¥=l|
- 1 have neva  ^heard vdces
• wlier»¥=2|
Less than 3 months ago
|w}ien¥=3* „  . , ^
Between 3 and 5 months ago
wkenv 4
6 months ago or more
o%| imm
If you waift to exit the study, didc here. This will take you to the infonnabon screen.
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■starü;
Our names are Alison Holt, Esther Clarke and Dr Clara Strauss, We are 
members of a hearing voiœs research group based at the University of Surrey, England. We have 
secured ethical approval for our current project from the Faculty of Arts and Human Sdences. We 
hope that this research will improve treatments offered to people in the future, to help them 
manage their experiences.
We are looking for people who have been hearing voices for at least three months. Setting this 
minimum time-frame helps us measure comparable experiences of voice hearing. If this is true for 
you, we would like to ask you to complete a series of short questionnaires. This should take no 
longer than 25 minutes.
To show our appreciation we will enter those who email their contact details Into a prize draw 
for three Amazon vouchers worth up to (US) $75 In your preferred currency.
Hearing voices impacts people in different ways and we are interested in understanding why some 
people are more able to cope than others. The questionnaires will ask you about your experiences 
of hearing voices as well as other aspects of your life. Your responses will be used in two separate 
projects which both look at different aspects of recovery from hearing voices. All identifiable 
information and data will be kept confidential and secure.
It is possible that answering some of the questions could be upsetting and you are free to stop at 
any point. It may be helpful for you to have a person you trust close by, to support you if you 
become distressed. If you are unsettled by taking part, we provide details of support organisations 
at Üie end of the study that might be able to help. You will also have the option of receiving 
information on the findings of the project once the researoh has been œmpleted.
The services and support you receive from professionals will not be affected by how you answer 
the questions, nor if you choose to withdraw part-way through the study.
If  you have any queMions you would like to ask us before you take part, please feel free to email 
us at a.holt#surTev.ac.uk or e.clark^surrev.ac.uk.
Many thanks for your time.
If you would like to take part in the study, please click on the arrow below to go to the next page:
100%
If you want to exit the stwify, dkkhere. This wi# take yma to the inhxmat*!^* aareen.
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‘conant*
  J
Consent
Pkase read the folkiwing statements and d k k  'p s '  at the end of the page If you are in 
^ re e m æ t or 'iio^ If you do m t wish to take pmt in this study:
I  volurtarHy agree to take part in the study run by Esther Cbrke, Alison Hdt and Dr Clara Strauss 
on examinmg the expenem%s of ;*ople who hear voic^
I have read and understood the information provided. I have been given a full explanation of the 
nature, purpose, and likely duration of the study, and of what I will be expected to do.
I  have bear advised about any discomfort and possible di-effects m  my health and well-being
which may result. I have been given the opportunity to ask questions on all aspects of the study 
and have understood the advk» and information given as a result.
I understand that all personal data is held and processed in the strictest confidence, and in 
accordatKe with the UK Data Protection Act (1998). I agree that I will not seek to restrid the use 
of the results of the study on the understanding that my anonymity is preserved.
I unrknAand that I am free to mthdraw frwn the study at any time without reeding to justify my
decision and without prejudice.
I acknowledge that in consideration for completing the study I shall be placed in a draw for 
vouchers for Amazon.œm worth up to (US) $75 in your preferrsi airreocy.
I confirm that I have read and understood the above and freely consent to participating in this 
study. I  agree to comply with the instructions and restrictions of the study.
Do you consent to take part in this study?
l^ iîJYes
I consent: 21 .
If you want to exit the irtudy, didthere. This will take you to toe mfoimabon screen.
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iSSÏHlSSi
0  You w lii n ow  be g u ided  th ro u g h  e ig h t q ues tio nn a ires  th a t  w ill ask  you  a b o u t you r  
e xp erien ces . T h e re  a re  no r ig h t o r w ro n g  answ ers  to  any  o f th e  q uestions. I f  you 
a re  n o t su re  h o w  to  a n s w e r a  question  p lease m a k e  y o u r b es t guess.
P lease re m e m b e r th a t  y o u r responses a re  anonym ous.
If  you waeft to exit the study, didchera. Thte w9l Wke y«*s to the wsformat»«»i scree o.
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Q  The statements below are concerned with how you generally feel in your relationships with 
people you are close to. We are interested in how you generally experience dose 
relationships, not just what is happening in a current relationship.
Respond to  each s ta tem ent by clicking a circle to  indicate how much you agree o r disagree w ith the  
s ta tem en t.
Please answer these questions a b o u t peop le  yo u  a re  c lose  to  (e.g. partner, parents, and close 
friends).
S trongly Strongly
disagree agree
1. I 'm  afraid th a t 1 
w ill lose o the rs ' 
love,
2 .1 often w orry tha t 
o thers w ill no t want 
to  stay w ith  me.
3. I often worry that 
others do no t really 
love me.
4 . 1 w orry tha t 
others w on 't care 
about me as much 
as I  care about 
them.
5. I often w ish th a t
as my fee lings fo r 
them .
■■Mill 3 4 5 6 IBlMIiii
îbcit n .= i|  
0
Iecrr rl=2s i«crr r l= 3 | lecrr r l= 4 |  
-----
|ea r_ rl= 6 | iecrr r i= 7 |
ecT_ 2-1 ^ecri_r2-2|
î ' • î 
ecrr_f2-4 ' ec»^_r2=5 ecrr r2=6 ecT_r2=7‘
J D iiliiiiilil
|ecir_r£=y ^ecrr_r3=2j ectr_r3=3^ ■ ecrr_r3=4 ■ ^ecrr_r3=S j ecr-_r3=6 [ecrr_r3=7^
w V./
|ecrr_i^=J| ^^rr.r4=3: ecT_r4=3 ' , errr_r4=6
l^ r r  r5 = lj*X > 4 X ««I UcrT_r5=2|k'*4.4>!»4J^ 4.e« K44X# ieoï_r5=3|i»x-»K44uçm«exx*«
0
|ecrr_r5=4| Ïecn_r5=5|
0
|eerr_r5=S|
0
|eaT_f5=7ifc X » 4 X44-*^  * < X494 4« i
f . t  i.»4«W4.«>) « «k «>.i4l4>* *«
PTT rS=3. ;ecrr_,S=5: ecrr_,«=h.
j H l i É l i l i i i i
|ecnr_r7=2« iecrr r7=3|a*x-)4»e««£^ 4'«xx»4 |ecnr_r7=4| le a r  r7=S| |ecrr_r7=7|»X4«X**'«g^ 4 4XW*xg
eciT_r«=t. ^ecrr_r«=3j ,ecrr_-8=4; .err'_'8=5' >rrr_r8=6^ ;errx^rfl=7.
V  ' I l i i i l f iâ i i l i i i i 3 D
re la tkm ships.
7. When others are 
ou t o f sight, I  w orry
th a t they m igh t 
become interested 
in som eone else.
8 . When I  show my 
feelings fo r others.
I ’m afraid they w ill
no t feel the  same
" V b c u t ^ o S  [ - . " 7 .=^
leaving me.
Stnwigly Strongly
disagree agree
10, o the rs  make me
doubt myself. ^  ^  ^  ^
worry about being
abandoned. J  v,’ w  w  ^
12. I find t h a t  ___...
eoT rl2 = 6 j -ear r l2 = 7 |others d o n 't w ant to  -ecrr r l2 = l;  leo-r rl2=2; iecrr rl2=3s <ecn-rl2=4- jeoT ri2 = 5 î . . . .
g e t as close as I  0  ^  0  0  0  0  (g
would like.
rtthzïrr* /•lr»rv/yo t"ho»r • . »4 » *..............« »   ... « ».< >«.«.>  ^ »........      » • «• »
,  , I i- r l3 = l  ecr»' r l3 = 2 ' -ear rl3=3= 'ecrr r l3 = 4 ‘ ea r rl3 = 5 ' ecrr_rl3=6' ’ecrr r l3 = 7  ;
V d D O Ü w  m ©  *  ‘ *  •*  •« « « . 4 «• «4 4 >4* »........  ................ | . . .4 ..n ’,.4«. 4 »«
fo r no apparent
iiiliiiiililiiiiiiiiilliBiiiiiiiiiiM
very close Iecrr r l4 = l i  lecrr rl4=2s Iecrr rt4=3j seorr r l4 = 4 j Iecrr ri4 = 5 l |eciT_ri4=6l Iecrr r l4 = 7 i
som etim es scares @ Q  Q  @ @
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people away.
15. I'm afraid that
once others 9«  a. r ^ J Ü - ï î
won't like who I
16. I t  makes me
«"â.a^iÿn'tiirt cnszn i=n=3i p % 5 i C 3 = !  fsrsssi fs rs s i c c z s i
sypplrtrnStam © § S» @ § @ Ü
Others.
17.1 «WI» Hat I  !~ -s iit . & T « :ïF l:£ " 'S ‘â i
^on t  fn6âsufQ up  .........   »*;...........................          •..«....«wy.....
bo o th e r people. v. w  s- J  wCD rn r t . - - - - - -
18. O thers on ly = ^ ;_ 'rl8 =2 ; î«rr_ns=3i .:«ir_rl8=4; i«Tr_rl8=5i :ecrr_rl8=6: jenr.
When I'm angry. ^  ^
Stm ngfy
disagree
1 2
show others how 1 : T r r r . l 2 : . ^ i  1:^2:^ ir!zir:l?.± b 
feeldeepdomi. U  ©  U  -  ©  ©  ©
^s@ ^Ëi^^@ NiMaMeMMe0 ieM iewM M M W i0 S0 #ea^^eiMSN%
ra rn fo ite b le  sharing '« . .  .S o .: ' - . "  « o W '
pO\T3i6 LitOlS§itI3 * '* *** •*'‘* *»»•♦ *• * »• *♦ * **» * '♦*■• * «■ • #« ti»«a»*itt» ,*» * »»«'»«' "«« • •»* • »i” *«:»•»■*♦ *#
and fee lings w ith
' * :SY îecrr_r21=lf |ccrr_r21=2j |eciT_r21=3| <ecrr_r21=4| iecrr_r21=5| [eCTT_f21=6| ieorr_r21=7|
depend on Others. W i# W ^  # # #
f  ccm fo rtab lê  beinq . ^ V ^ 2=2; ,M^_r22:3j ;«crr_rZ2: 4: ;e o r^2 = 5 ; ; e c ^ 2=6; ;etrr_r22=7j
com fortable 
24.
- . .  .  « . r r _ i i . ^ “ A '  c w « _ i t - " —u  - C4.J i_ i  * . - r - - t  . —j  • es.» t _ i  A - i -  u  c u i _ 4w - r - v ;P6 to o  CiOSO to  • • . » « • * * •  » t * »  * « » » * > • ♦  » t « « *  4 * " « * ••« * *
uncomfortable when jecrr r25=li I«crr_r25=2i leoT r25=3Î ïecrr_r25=4Ï icc3T_f25=5i iecrr r25=6j ieaT_r25=7|
Others wantto be #  #  #  0  #  0  #
very dose.
ndAm^aZytD l=r .^T.?jgNtdossWatharg. ^  ^  U U U »J
for me to get dose 1™ % ;^.! isEL;gZ^j
to others. U  J  J  U  0  #  U
Strongly S trongly
disagree agree
2 8 .1 usually
OIKUSS m y :«-,^_r2B=l: ;eaT_r2S=2| recjr_r28=3j 5ear_r28=4: :ecrr_i2»=5: :ec3T_r28=6| :ecrr_r28=7î
conoems wkh 0  0  0  0  0  0  1/
others.
ecn_rZ9-6' to  tu rn  ?ecrr_r29=ll jccrr_r23=2| fecrr_r29=3| feoT_r29=4| |ecn-_r29=5|'-'
k of need. ^  Y .. =-%
30. I  te ll o thers  ju s t  [ecrr_r30=l| i ^ .Æ z Û
about everyth ing . '  W "  #
B 3 Î. I  talk things iecrr_r31=li 3«3T_r3î= 2j  
over with Wwrns. CTT^
3 2 .1 am nervous ...................... ... ...................
close to me. ^  ^  L) 0  W 0
9 3 I iaal ' I.' '■ ,, ,' , "' ' "
corr.fo itab ie  - r Æ . Û  [ « - - e . : ® !  ;« " '- .’'.3^ .=7.i
dependmg on ^  ^  J  ^  ^  ^  , j
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others.
Î4 .1 find it easy to 
depend on o thers.
• ecrr r34=l; ;ecrr r34=2 ; ;eor r34=3 ; ;eoT r34=4;
...L"..... .
■ecrr r34=5;
u
■ear r34=S; •ecrr r34=7:
ecrr_>-35=l E€r'_r35=2' ■ecrr_r35=^; ec’T_r35=4; ecrr_'35=5 ecT_r35=6 ’ecrr_r35=7'
" J
|ecrr_r36=l| |eor_r36=21 
0
|ear_r36=3| fear r36=4|
g
|eoT_r36=5|
0
|eciT_r3&=6|
0
|ecn_r36=7|
#
with others.
36. O thers ready 
understand m e and 
my needs.
|Us«d wRh persrstssMrti Fraley, R. C., Wallesr, *. G., & Brwnwm, K. G„
Iff you want to extt the study, click here. This wtti ta&e you to the information screen.
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Ihpsvqtext
Please choose the ONE re fu s e  that best describes your experience of voiœs DURING 
TOE PAST WEEK Including today.
How freqaentfv did you hear a voice or voiœs?
@ voices
|hpsw?l=2] Less
Mr^than
once
a
day
|hp5vqi=3i Once 
#  or 
tw iœ  
a
day
0  tunes 0  time/Constantiy
a day
îhpsvqZs
How bad are the things the voices say to you?
f(q>svq2=l| No voices |hpsvq2=z| NOt |hpsvq2=3s Fairly IhpsvqZ^Al Very |hpsvq2=5] . . .  
" “ 1 ” “  saying “ f — that — g - ' b a d  ~ i ” "  bad ” f — Hnmbla
bad bad
things
ihpsvqS:
How loud are the voices?
|teK¥q3= iï Voices ihpsvq3=2j  Very quiet
OikB
present whispering)
ihasvq3=3] Average ihns¥o3=4i Fairly ihps¥q3=5i Very loud
"%^(yellmg 
as my or
own shouting)
voice)
|hpsvq4|
How hng  do the voices usually last?
|hpsvq4=li Voices 
- " 1^ —  not
present
|hpsvq4=2| A few 
— g — seconds 
to i
minute
|hpsvq4=3! A few |hpsvq4:4: More
@ minutes #  than 10
minutes 
but less 
Üian an 
hcMir
|hps¥q4=5! Longer 
— r  th a n l
hour/they 
ju s t 
seem to 
persist
jhpsvqSj
How much do the voices intetfem  w ith your daily activities?
0  interference @ httie  
b it
« Il Moderately
a bit
[|$5^;xtn^ly
0  mterfenng
How distressing are the voiœs tha t you hear?
|fq*svq6=l| NO VOiceS |hps»q6=z| A
— -  are lit t le
distressing b it
me
Shps¥q6=3|
Moderately
ihps¥qs=4| Quite îhpsvq6=5| Extremely
#  a b it ®  distressing
:hpsvq7|
How bad (worthless/useless) do the voices make you feel about yourself?
:iq>svq7=li NO 
’’" '" g " ”™' voiœs
make 
me feel 
bad
fhpsvq7=2| A |hpsvq7=3î Fairly |hpsvq7: 4: Very ihp5vq7=5: Extremely 
" T " b a d  " " " ^ b a d  bad (as
b it bad as I
can fee!)
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How ciearty  do  yo u  h e a r th e  vo ices?
Voices Very FaMy Fairly V ^
@ no t 0  mumbled ^  mumbled ^  de a r 0  clear
present voices
hpsvqs!
How often do you DO w hat the voices say?
ïlqKwq9= î| Never |hpsvq9=2| |hpsvq9=3| lhpsvq9=4| |hps»q9=5|
—""0 "— “  j  pjQ —— — Rarely Sometimes — 1S"™‘ Often — ~W'~~ Always
voices
te lling  
me 
what 
to  do
W*h perwjss®!»: ¥ «  Lieshoi* R. Î. & SoMberg, 3, O, 2007)
\)zi
100%
If  you want to e x *  the study, didc here. Thts will take you ta the in^tymation screen.
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Û  TNs questionnaire lists beliefs that people can hold about themselves and other people. 
Please indicate how strongly you hold each belief.
Try to judge the beliefs on how you have generally, over time, viewed yourself and others. 
Do not spend too long on each belief. There are no right or wrong answers and the first 
response to each belief is often the most accurate.
MYSELF
I am unloved 
I am worthless 
I am weak
Do not believe 
it at all
Ibcssl r l= l|
‘bcs5l_r2=i; 
Ibcssl f3=l;
r4=I i
Ï  m  vulnerable  s ....
ibcssl_r3=2| 
fcbcssl r4=2|i
I am bad 
I am a failure 
I am respected 
I am valuable 
! am talented 
! am successful 
I am good 
I am interesting
ibcssl_r5=lf
_bcssl_r6=y
bcssl_r7=l|
îhcssl_r5=2j
0
_bc5sl_r6=2.
""""O' .
facssl r7=2|
Believe it Believe it Believe it Believe it
slightly moderately very muKh totally
;bcssl_ri=2f |bc5sl_rl=3| bcssi_rl=4| jbcssi 4= 5 ;
0 0 0  -
#44 »*t*4. *«4,4 *4,*4 ,4
bc55l_r2=2' 'bcssl_r:=3. bcssl_r2=4; bcssl_r2=5:
?bcs5l_r3=3F
0
I  . *41 « .4 g
• bcssl r4=3
t 4iU  ' I f l . l »  »«*   I
J
|bcssl_r3M|
t *  • . • C
%C55l
»« I I I •
|bcssl_r5=3j
0
îbcssl_r€=3 
 "
ibcssl r7=3;
|bc55i_r5=4s
.  .
bcssl_r6=4‘
 V ....
Ibcssl r7=4|
....
bcssl r3=5|
|bcssi_f4=5-
|bcs5l_r5=5|
bcssl_r6=5|
'"""Ü
Ibcssl r7=5|
|bcssl_fS=l: bc5sl_r8=2, bc5s]_rS=3; bcssi_rB=4 bcssl_rfi=5’
w
:bcssl_r9=l| :bcssl_r9=2i
0
ibcssl_r9=3i
-Q —
tbcssl_r9=4|«4MC4 K » *X » 4X » «X-4 C 
0
|bcKi_f9=5;
0
|b^sl_rlO=l‘
.....C ' ' "
;bc5sl_40=2; bcssl fl0=3' 
.....: ......
■ ibcssl_4fl=4;
.....3 ......
-bcssl 40=55: 
' .. : .....
■bcssl 41=1;•t«s*)4»x4S])^««*«»*sr-«« :bcssl_41=2i îbcssl_rll=3s
@
ibcssl 41=41 ibcssl 41=5:
"— - g -  -
; bcssl_42=l. 
V  ■
:bcssl_rl2=2; ; bcssl 42=3. 
........:■..........
ibcssl 42=4] 
■ .....
:bcssl_42=5|
U-
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;hcss2;
O T H E R  PEO PLE
hostile
harsh
Other people are 
unforgiving
Other people are 
bad
devious
nasty
Other people are
fair #
Do not believe 
it at all
Believe it 
slighdy
Believe it 
moderately
Believe it 
very mudr
Believe it 
totally
jbcss2 rl=2s jbcss2 rl=3s |bcss2 rl=4| :bcss2 rl=5*
?bcss2 r2 = i;
«. > *»
f bcss2 r2=2‘a* »4 «1" •» « a
• ............... .
bcss2 r2=3‘ ■....... ........ »
«*.b..s.«SC...*«»«..«
;bc5sJ r2=4 -
; U  \v
«ri»ts*i X * ,»¥. k s,
ibcssZ r2=5'*» y » >•
..................
jbcss2 r3=l l Îbcss2 r3=2Î 
0
ibcss2 r3=3> |bcss2 r3=4‘ 
0
|bcss2 r3=5s 
0
= bcss2_r4=l =« .y • « * ;bc552_'4=2 * *
» , satsj ,
bcss2_r4=3' * -  ^ • «
• ... . » 4SI!'*
•bc^ r4=4t " facss2 r4=5
|bcss2_r5=lj ibcs52_r5=^ îbc552_r5=3J |ihcss2_r5=4î |facss2_r5=5|.. M 0
r......... ...... Î•bcss2_r6=l‘ ‘bcss2_'6=2* bcss2_r6=3 bc5s2_r6=4 ' b^css2_r6=5'
'"'ID! ' w  : '
Other people are 
good
|bcss2_r8= 1
^  .
;bcss2_r7=2| ; bcss2_r7=3;
bc552_'B=2; bcss2_r8=3|:i
|bc^_r7=4|
bcss2_r8=4
|bcss2 r7=5|
Other people are
trustworthy @
Other people are
accepting U
Other people are jbcss2_rii= i| 
supportive
:bc5s2_r9=2; Sbcss2_r9=3| ;bcs^_rS=4î
!sibcss2_rlO=2::' |b c s ^ _ rl0 = 3 |, jbcs52^rl.D=4;
• ........ ' V . .............   "*  •*;........................     « . "
jbcss2_rlt=2| ibcss2_ril=3| |bcs52_rll=4;
'0 (J...........
OUier people arc
truthful ........0 "  "
bcss2 rl2=2 ss2 rl2=3 ,bcss2_rl2=4[
•  • '»*» *• * '•  
5bcss2_i9=5|
'bcss2_rlO=5;
îhc5s2_rll=5; 
ibc5s2 rl2=5:
(Used w ith  |»TO(S!5*o«: Foswler, & ,  lr®en*»n, D„ S m t& ,  & ,  Km peR, E<. #  te b U in f îM , P ,  3 *M *)
If  you want to exit the study, dick here. The. will take you to the ttdormabon screen.
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'phq'
Q  Over the LAST 2 WEEKS, how often have you been bothered by any of the following 
problems?
Not 
at all
Several
days
More than 
half the days
Nearly 
every day
1. Little interest or pleasure in doing 
things
lph<Lrl=ll iphq_rl=2| iphq_rl=3l ipbq_rl=4|■(«I* ) *«<«
2. Feeling down, depressed or hopeless
îphq_r2=l] ]phq_r2=2]
....
«....... i
.phq_r2=3] :phq_r2=4,
..3....
3. Trouble falling or staying asleep, or 
sleeping too much
|pl»q_r3=l[ fphq_r3=2Î
0
iphiLr3=3i iphfi_r3=4|
4. Feeling tired or having little energy
:ph(Lr4=l: phq_f4=2;
'W
phq_r4=3;
liilMiiMijiiaiii
t4fC
;phq_r4=4: 
/ 0
5. Poor appetite or overeating
:pbq_f5=lf
#
|phqj-5=2Î iphq_r5=3f
0
îphq_r5=4i
w
6. Feeling bad about yourself - cr that 
you are a failure or have let yourself or 
your family down
:phq_rS=l:
Ktf
pho r€=2;
.. .  -■ ■phc r€=3; • •
7. Trouble concentrating on things, 
such as reading the newspaper or 
watching television
:phq_r7=l:
-Ig—
:phq_r7=2i 
' 0
iphq_r7=3j
Ü
iphq_r7=4:
0
8. Moving or speaking so slowly that 
other people muW have noticed? Or the
opposite -  being so fidgety or restless 
that you have been moving around a lot 
more than usual
9. Thoughts that you would be better 
off dead or of hurting yourself in some
way
:phq_ra=l|f ' * * t
sJ
;phq_f8=2; • ‘ * « 'phq_r8=3|1 • * fmrnmmMmmmsmm
]phq_rS=4;
:pbq_r9=li iphq_rS=2:
"“"5“"
;phq_r9=3i !pbq_r9 4
' Q
(Bsed wWi penmsaon: Kmeeke, K., Spitz», RJU & W^ kees, 1.8^  20D1)
100%
0 0
If ycRi warft to exit the study, dick here. This will Wæ youkihe iffornaaon screen.
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Q Please answer these items according to how much you currently agree with the following 
statements, from 'strongly disagree" to 'strongly agree'
Strongly
Disagree Disagree
Not
Sure Agree
Strongly
Agree
1 .1 have a desire to succeed.
îfasr_ri=lf■t 4 «.» 1 • • rasr r l= 2|
W
jrasr_rl=4i■t » « S AM» ( S |raH_rl=5|
■ "  w ' ..........
2 .1 have my own plan fo r how to  stay
o r become well. u
rasr r2=2.
.................. *
.rasr_-2=3!
• ..................
: rasr_r2=4tt P- 1.(^1 "  >IV /aw_j2=5|
3 , 1 have goals in  life th a t I w ant to 
reach.
îrasr_r3=l5
0
:rasr_r3=2|
#
5ra5F_r3=3: :rasr_r3=4| :rasr_r3=5;
0
4 . 1 believe tha t I  can m eet my current 
personal goals.
rasr_r4=l 1
• .....i j ' — .rasr 4=2 
......: ......
,rasr_r4=3
•  » F . p.. ,
iasr_r4=4; 
................ .....3 ...........
5 . 1 have a purpose in life.
;resr rS=l; • rasr r5=2; |rasr_r5=3:
"0 ^ ' "
irasr r5=4:
" " i g —
|rasr_r5=5:
0
6. Even when I  don 't care about myself, rasr_r&=l| rasr_r6=2 ras'_’€=3 rasr_r6=4. rasr_r6=5;
other people do. w 0 w w
7, Fear doesn't stop me from  liv ing the  
way I w ant to .
|rasr_r7=l| :rasr r7=2|
..... v " “ “
Irasr r7=3| :;rasr_r7=4| 
.....%'......
iras-_r7=^
8 .1 can handle what happens in my irasr_r8=-l • rasr rfi=2 
.....
• rasr_rS=3* 
w
• rasr r8=4 
.........: ............
:rasr_rS=5;
V
9 . 1 like myself.
;rasr_r9=i: • rasr r9=2|
" " " S r " " "
:rasr_r9=3l
0
|rasr_rS=4:
0
• raa- r5=5|
Strongly
Disagree Disagree
Not
Sure Agree
S lToi^ly
Agree
10- I f  people really knew me, they 
would like me.
frasr 40=1 ! 
—  ig ------
|raa'_rl0=2| Î ................t|raK_riO=3: irasr rlG=4:
.......c ...........
|rasr_rl0=5|
w
11.1 have an idea of who I w ant to  
become.
jrasr r l î= l ;  
0
|rasr_41=2 •...... :rasr_41=3;— ' ""*W '• ■••• ;rasr_rll=4'
.......
irasr 41=5:
"  " J .....
12. Something good w ill eventua lly 
happen.
5fBsr_rl2=l?
r............... *
;faH^_rl2=2r |îw_ri2=3J :rasr_rl2=4f
0
:rasr_rl2=5;
1 3 .1'rr hcpetol about my *^-jturs.
■ rasr_rl3= 1
MWI» »>».»
V
]ras' rl3=2;
■ "C .......
rasr_rl3=3;
l i l l l i i l l i l
rasr rl3=4 = 
.........: ...............
irasr_rl3=5i
...........
1 4 .1 continue to  have new interests.
irasr 44=1: Irasr_rl4=2l |rasr_44=3: :rasr_rl4=4:
I*» ♦ * * «
|rasr_44=5|
15. Coping w ith my m ental illness is no 
longer the main focus of m y life.
] rasr rl5= 1 ; 
..........
<• X » ■• > » x«cr « *■ >• ♦ < y e
-asf_45=3
W < X«* < X «X » « « > «)»
V
rasr_rl5=4
- V
irasr_rl5=5:
i l l l É B i l
16. My symptoms interfere less and 
less w ith my life .
:rasr 46=1:
" I T -
|ra»_rl6=2|
C " " " "
|raM_46=3;
■w
Irasr rl6=4: 
....... ......................
irasr rl6=5: 
-
17. My symptoms seem to  be a 
problem fo r shorter periods o f tim e 
eacn tim e they occur.
-rasr 47=1" •ras- 4 7= 2 ;  * ..... .............* rasr f:7=3:
U
irasr rl7=4-
1 8 .1 know when to  ask fo r help.
|rasr_48= ll
0
I rasr 4B=2 : irasr_ri8=3!
0
:rasr_48=4: irasr_rlB=5|
0
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strongly
Disagree Disagree
irasr r i9 = l i Iras- r l9 = 2 |
0  —
jrasr r20=i ;raa_r20=2;5
........' 7 ....
1^- *t tw
!rasr_r2i= lf
«»**»
|rasr_r21=2|
1rasr_r22 = l :rasr_r22=2i»'4*XM»<X.K4K»*«X4'*«»: ;
2 0 .1 ask for help when I need it. .......      -..... ........ . -............... -...........
r_r21=3| |rœr_r21=4l |rasr_r21=!
@ 6^
= 4 r '1 ra s r  r2 2 = 5 i
have people I cart count on. .......     «».'...........     \ .......
23. Even when I  do n 't believe in
m yself, o th e r people do. @ ®  ®  @
24. in s  important to have a variety of
fnends. ^  U  s., J
(Used wHA penmbsiea: Cnmgmm, P. W« €iftert, 0 ,  Eash»d, F , Leary. M.. & Okefee, I ,
I f  you want to ejot tibe ^tudy, d itk  hem. Tbs wilt take you fco tbe infi»rm atîm  i
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1: ^
@ Please read each statement and tick the box which best describes the way you have bæn 
feeling IN  THE PAST WEEK
strongly Neutral or Strongly
Disagree Disagree Unsure Agree Agree
There are worse things in life than
hearing voices U  L  ^  ^
   ........   tt •«    «...................... ..  •  ........... *............ ............ ................
When I disagree wrth 3 voice, I Simply
notice it and move on ^  U  J  ^
There is no point in getting on with life
while I  hear voices 0  0  0  0 . ,
»  « »>•   « *»•»•     »*■»•***>■*•'■•••« .
„  - ^  _  iv a a s j^ = i : '  ;vaas_r4=2: :vaas_r4=3; ;vaas_r4=4: v a a s _ r4 = 5 i
My voices are just one part of my life - ....................    - * -'■v................. ....... ...........
I can't have a good life while I hear !v»^5=3|
voices 0  0  0  0  0
 ...............*  — -_ ------ . 3s_rt=4: vaas_rt=5;
want to do J  ^
K_r7=4l |vaas_r7=5î
F  «I
I  stn^gle with my vmœs
fUssd with perniissK*»: Ratcliff, IL, 20ÎD)
vaa5_r6=l’
!' J
r............... -
i¥aas_r7=i:
vaas_rS=2;
iiillM W i
îvaas_r7=2|
v '
vaas_r6=3.
ivaa5_r7=3|
0
ivaas_r8=l; vaas_rS=2 : •vaas_r8=3:
sJ
Iwaas f9=t|
li i i lB ill l i  
Ivsas r9=2|
V
Ivaas rS=3|
If you want to exrt the study, didc here. The will bake you to the tpfonnaiion :
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1 -.-.... ..... .............. 1i
Over the LAST 2 WEEKS, how often have you been bothered by the following problems?
Not at all Several days
More than 
half the days
Nearly every 
day
1. Feeling nervous, anxious or on edge
I gad? rl=U
|(X • «4HCA * > » S »S g
igad? 4=2:
V/
load? 4=3:
p «««»» 114 SMC»*» ft SX419
igad? 4=4i 
J
2. Not being able to stop or control 
worrying
gao7 r2=l: :gad7_r2=2- ^gad7_r2=3j
: ............ Ï
gac7_r2=4:
J  ' '
3. Worrying too much about different 
things
jgad? r3=lj
u
igad? r3=2; 
:
|§m17 r3=3i
w
igad? r3=4;
4. Trouble relaxing
•gad7 r4=l = 
.......... : ............
'gW7 r4=2’ 
............: ..............
gad? r4=3;#rî ....T"........... . jgad? r4=4:
J
5. Being so restless that it is hard to 
sit still
-gad7 r5=lj 
............;■............
igad? r5=2* 
»
igad7_r5=3:
u
igad? r5=4i
Ô
6. Becoming easily annoyed or irritable
‘gad7_r€=i:
W ,
;5^7_rt=2: -gad7_rS=3i 'Cad7 ^6=4'
« T 4
Ü
7. Feeling afraid as if something awful
might happen
;Qad7_r7=l| ‘gad7_r7=2;
0
:gad7_r7=3'■ sr»-« >■ * Xi**»»:* • * »
w
igad?_r7=4:
w
with pensissioii: SpRzer, R. U  Kroei^ e, K., Williams, J. B. W. & Lôwfe B., 20##)
0%| 100%
If you want to exit the study. The will take you Is the iiiormation
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iis5ù
^  Please read each statement and tide the box which best desoibes the way you have been 
feeling in the PAST WEEK.
If  you hear more than one voice, please complete the questions for the voice that is 
dominant.
iiliiiliiiilillililiMiiiiilBlliBlllBiiliBiiiBllBiliM^^
Disagree Unsure S lightly Agree Agree
1. My voice is punishing me fo r
som ething I  have done u
'bavqr r l= 2;
2. My voice wants to  help me
bavqr r2=3-
« .... .......a
3. My voice is very powerful »?•»»«¥» 1,- *! # 
# w
k a w & a l .
w
4. My voice is persecuting me for r.o 
good reason
bavqr r4=i: •bavqr p4=2‘ 
• **»•* »* •bavqr r4=3Ty* K
5. My voice wants to  p ro tec t me
I bavqr r5= li 1 bavqr r5=2i
w
; bavqr r5=4i
5. My voice seems to  know everyth ing 
about me
; bavqr rS=l 
• .... .
:bavqr r6=2 =
V
■bavqr r€=3 » >•«•»•« «#
ÿt.ivv.lattvlkiaa.tiv
7. My voice is evil
•bavqr r7=3j 
0
ibavqr r7=4j
8. My voice is helping to  keep me sane
# KCIIVlft. h* >(>» $
-bavqr rB=l'
rvif.f êt\i» »$
5bavqr_rfi=2'
laiin .»«
'bavqr_r8=3'
y»rt»<»a.<»*tirv< it «
îbavqr_r8=4‘
9 . My voice makes me do things I  really 
d o n 't w ant to  do G
•bavqr_r9=3;
10, My voice wants to harm me
bavqr_rlO=l •bavor rlO=3
*» •■■■  ^ » • n a
ibavqr rlO=4; 
#»» ♦ » “ ...... *
11. My voice is help ing me to  develop 
m y special powers o r ab ilities
|havqr_rli=2j
Ù
ibavqr r ll= 3 j
Ü
•bavqr_rli=4i
w
12,1 cannot control m y voices •bavqr r l2= l •.....* ?bavqr_rl2=2: |bavqr_rl2=3' bavqr_rl2=4'* XJ* * - - #
13. My voice wants me to  do bad things
»» %**»»» ■
ibavqr_rl3=4|
14. My voice is helping me to  achieve 
m y goal in life
,bavqr^rl4=l.
» *••»»« » »
-bavqr rl4=2
Û '
.bavqr^rl4=3^ bavqr_rl4=4:
15. My voice w ill harm o r kill me if  I 
disobey or resist i t u
Î bavqr rl5=2|
u
|bavqr_rl5=3 5 
0
ibavqr_rl5=4i
w
16. My voice is try ing  to  corrupt o r 
destroy me
bavqr_rl6= l ^bavq-_rl6=2; ,bavqr^M6=4]
1 7 .1 am grate fu l fo r m y voice
ibavqr_rl7=l|
i *x-K* « X > • V » * xftWvK a
ibavqr rl7=3|
•»,» > V X < > • «ft-v.* « X a
Ibavqr riJ=4|
»»:>*<>*» Ï *x-4X *( X *
18. My voice rules my life
•« •> » #
;bavqrjlB=l, ibavqr_rlB=2
ftft . a »... a * *
bavqr rlB=3: ■bavqr^rl8=4;
19. My voice reassures me ^b_avq-_rlS=l^ |bavqr_rl9=2|
|bavqr_rl9=3] • bavqr rl9=4|
20. My voice frightens me
jbavqr_i20=2.
« ...... . . ft
bavqr_r2C=3
# *, t
lliiiiliiiiiiiiiit
• bavqr_r20=4
21. My voice makes me happy
• bavqr_r21=l|
a ««.«fi * k « ft »*«»«««» i Ibavqr r21=2| 
0
|bavqr_r21=3| ibavqr t21=4l 
0
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22. My voice makes me fee! down
23. My voice makes me fee! angry LteZSÿZ.Î:.?i ife3îlS^âr.f.i
24. My voice m akes m e feef cafm
_ _  , » , :bavqf_r25=lî îbavqr_r25=2j |bavqr_r25=3| |bavqr_r25=4:25. My voice makes me fee! anxious
 «...         «   .
, .  , c .  .  :bavqr_r26=l j ;bavqr_r2G=2j ifaavqr_r26=3i :faavqr_r26=426. My voice makes me feel confident  ...................     •.■■.. ................ .......................................................... *........  .............
(Used will permission: Chadwick P., lees. S., & Bifcfewood, M., 200Ù)
ioo%
If you want to exit the study, dick here. This will take you to the information screen.
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|d«n^îct|
Q  Participait IrAxmaOon
1. How old are you?
2 . Gender
:gMkr=l_
Female U
ÎKüg^Male
jgeridcr=3| |g«irfer 3_odier|
#  (%her (please spedfy): L
I relationship:
3. What is your current rebtiondwp status?
Single
Di rebtkifBhip, marrMd or m  a dv@ partnaship
Î fBl8tions;h®=3 | ,
 Divorced or sepaatedWr
eiaî»nsh^=4|
Q  Widowed
iwlatjorKh^=55 |rBbt«ortship_5_other|
@  Other (iW^se specify): L
I qualifications:
4. Whidi quaBAcations do you have? (plea% tkk aU that apply)
îqualifiations_l|
" " I T No fbrmW quWihcations
left school at 16 with qualifications 
school at 18 with qualWications 
underyaduate degree
degi%
|wqr^
5. Are you cunendy working or studying?
Fu# tkne w  part tin% education
FuN tkne or part time paid work
FuB time or part tkne voluntary work
Not currently in education or work
iwors=5| Iwors 5 odierf
0 Ollw (please ^ ledfy): I
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ilmngl
6. W hat are y o u r curren t liv ing arrangements?
Living w ith  partner, parents, fam ily  o r  friends
!living=2| . - -Living on own
supported accommodation o r  hostel
ilr«ng=4| liivins 4 otiier|
0 o th e r (please specify): |
7a. Is  English yo u r f irs t  language?
Yes
!^ =2|
lorn!
7b. I f  no, w ha t is y o u r f irs t language?
8. How would you define your ethnic background?
j£Aicity=i i  English/ W elsh/ S cottish / Northern 
@ Ir is h / B ritish
;Ethkity=2:
Irish
iEt}iicfty=3;
■ Gypsy o r  Irish  T rave ller
;Ethici£y=4: ;Ethîdty_4_other|
@ Any o the r 
w h ite
background, [  
please w rite  
in
W hite and Black Caribbean0
w h ite  and Black African 
W hite  Asian
|Etihicft¥=B| fEthrdty 8  other*
@ Any other
mixed _ _ ____ __
ba d^rou nd , 
please w rite  
in
Asian/ Asian B ritish 
Ind ian 
Pakistani
iEtfaidty=12|
iEthidty=13|
Bangladeshi
iEthidty=14;
Chinese
5Ethirity_14_Dther|
Any other 
Asian
background, [  
please w rite  
in
|EthK3ty=15l
|Ethiaty=lfi|
#
Black British Caribbean 
Black British African 
African 
Caribbean
lEthidty=19| lEtiiidty 19_other|
#  Any o f te r
b la t ^  a frican / r  
Caribbean * 
background
;Ethidty=20:
Arab
iEdbidty=2l! |Erijidty_21_other!
@ Any other
ethnic group, r 
please w rite  ' 
in
; country!
W hat is you r o ir re n t country o f re s id e n t?
iaiuntry=l|
0 UK
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Îa3un6ry=2î ,
jajuntry=3i 
|counttY=4S ,—0—■ Canada
;0ouncry=5 j .
* g —  Australia
•;00un»Y=6 ; - , i J""■'Ip'—  NGw Zealand
|cDuntry=7| !counlry_7_othEr5
@ Other: please specify L
iombd;
9. Sometimes people who hear voices experience mental health problems, but this is not always 
the case. Do you have a current mental health diagnosis given by a psychiatrist?
:ünhd_lî
;Onbd 2| . .  ^
— K f -  Not sure
[cmbd 3| _  , . ,
Schizophrenia 
Schizoaffective disorder 
— Anot her  form o f psychosis
Borderline p e r^n a lity  disorder
îcmbd 7:
Bipolar disorder
icmhd_8| _
io n b O i Anxiety (e.g. Post-traumatic stress disorder (PTSD), obsessive compulsive disorder 
(OCD))
:onbd_10: :onhd_10_otber:
H  o th e r diagnosis (please specify) 1.......................... .....
-qlOa:
10a. We are interested in your experience o f hearing voices. How old were you when you first 
started to  hear voices?
jqioh:
10b. Are you currentJy taking any medication because you are hearing voices?
bU^Yes
miut
l i a .  Some people who hear voices access mental health services, other people do not. Which 
mental healtih services are you currently accessing, if  any?
!q llB = l|
"""0 " " "  None
Using mental health service but not sure o f the name 
^""0"'™ Community mental health team
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** Assertive outreach team 
Early intervention iBam
Inpatient or residential service 
Psychological therapy service
:q l la = S |  |q ila_S _D ther[
0 Other mental health service (please specify):
!•' vcii want to  e *  r I bp s tu d ), dirfc hgrg. Th^: will ta l e  you to thp nroTTatton sktopp.
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l i b .  I f  you are not currently accessing mental health services, which mental health services have 
you accessed in the past, i f  any? (please tick all th a t apply)
îq lîb _ i:
;q llb _2 ;
:q llb _ 3 ï
U
iq llb _ 4 :
0
fqïïrsi
ÿiib“/]
"'S '"
None
Using service bu t not sure o f the name 
Comm unity mental health team 
Assertive outreach team 
Early in tervention team 
Inpatien t o r residential service 
Psychological therapy service
:q llb _8 : qllb_8_odierj
U  Other m ental health service (please specify); L  
—" 0 " — I have been referred but did not use the  service
' you ttdnt io ejiit the study, didf here. This will Utk^ you tc th f ir.forniation =
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î le .  I f  you have accessed mental health services, for how many years in total have you accessed 
these services? (your best guess is fine}
C J
12a. Have you had psychological therapy, either now or in the past? 
Yes: q l 2 a = l : ,
!q l2 a = 2 ;
12b. If  yes, what kind of psychological therapy have you had? (please specify)
I f  voa e x it th t  study, click }>prp. Ttiis will take you t= the* information sciren.
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Where did ycm hear about this study?
Through the Hearing Voias #kt*ork
Through MINDU
,,Ei Through iWiinkU
Through a friend
isourœ=5i «source 5 otherl
Ü Other (pkase q>«ify): I
;source=6i
Through IntEsvrMceU
lemaikext'
Mease s«#d an MmW to a W ta a rre v  acuk if vwmrmki Bke to be entered mtothe 
pnzedraw h r  Amazon WMKher\ amd/w receive the rewilts timse stmliM.
We ask you to do this so that your contact details can be heid securely, sepeate to your 
qu^ionnatre r^poi»es. This emsures that what you have «Ëered on this site remains 
anonymous. Your details will be deleted once the study is finished
Icofnmsnl^ l
Marry thanks k r your patidpatmn in tNs research. If you would like to leave anwiymous
comment abwt thé study, please write in ti«  comments box below:
0 V
100%
If you want to exrt the study, dick hete. Thts wdl take you to the mWrnabo»' screen.
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ifeSi
C Thank you very much for participating in t  “ “t o  
our research project! “  SURREY
Interested why we were asking those questions?
The way petqik dKorilK the experience of hearir^ voic« is often mixed: some paipde report 
findk^ thefr vow^ a source of supfmrt and comfmt, y6 others fmd their voices very upsettir^ and 
distressing. Our projed: ams to take a closer kwk at tNs, and see whether we can fmd patterns 
that might expimn these different experiences. Some of the quedkms ask about your beBefy atwut 
youralf arxl others. There is some researdi to suggest tia t the way someone sees the worW coidd 
also infiuemze the way they make sense of their vmcK. Secondly, sorrm of the questions look at 
different skik, wNch certain therapies aim to develop m peo^. The research project aims to look 
at wlwtlmr those pwple that fmd their vokes easy to cope with are particularly good at these 
skdb, as this would prove a grwd argument fw prrmiotmg these therapies.
We wi# send results of our project to aB those who have e-maikd us indicating they are interested.
How are you feeUng?
If you f%l dstressed or d^m forted by ai%wering the previous questmrs, you can contact your 
DcKdor. Out^e of workirQ hours you can go to the nearest hospkars Amdent and Emer^iKy 
department in your gea. Tell a member of staff how you are feehix; and they should be able to put 
you in touch wkh people that can help.
Please find bdow a 1st of suggested organisations who rrWght be able to provide you with support: 
NHSDfrect08454647
This tel^ )hone line is manned 24 hours a day by nurses. They can suggest wh^ you can do next if 
you are feeling at risk. This organisation is only accessible in the UK
Samaritans 08457 90 90 90
A 24 confirkntial td^ihone line to access emotional support. The number above s for mipport for 
those living m the UK. Pkase visit their website at hüD://www.5amaritans.oro to find out about 24 
hour emotiond support telephtme rmmbars in country.
Heming Voices Network (HVN)
httD://www.h^rino-voices.oro
This organisatmn ams to promote and devdop understandmg of the vok:e hearing experience. Theii 
website also provides informatmn on support grou^ across the UK.
Rethink
htti)://www.rethink.oro
ThB organisation provkks hdpful mformation and some practical ajRMNt to pwple who are 
experiendng œva^ e mental health proWems. Rethink's ^vice aid information line is M 45 456 
0455. It is open 10am -  1pm and experiencal staff can provide mfbrmatiwi m a rar%e 
emotimal, fmancial, and practical eaues to people m the UK.
Wervoke
httD://www.intervoiceonlme.orQ
Intervoice B an intemationW organisation provkling information and support to voice hearers. The 
website also contains Bnks to helpful websita in for natkmal organisations for pœople who hear 
voices in many ddferent countries throughout tiK world.
If  you would like to entwed mto ow prize 6aw  to wm voudiers for Amazon.com worth 
to [us) $75 in your preferred anrmKy, then please emaS a holtesQrTev.ac.uk. Many thanks 
for yow partk^ration in thk resewchl
If  yrm knmw anyoM wfm may be mtereAed in participating m our research,
I^ase sugge^ they vWt rw  webate:
fd to ://www.fabs5urrev jc.uk/survev/voices
331
Psych. D. Research Dossier
T he ipKsüomMWMK: M sedm tk is sW d y  cam behm m d m U ieW kM K M greseard: pmpees. We w e*hl B keto  eaAend 
o u r th a n k s  to  th e  muthofs fo r allowing M54*ms**ÊMârip#estîomœ»in5#maMrsbidy.
B en v , K., BamMwiMjgNgh, C .&  W eardem ,* . (2@ 08).*Mac&me*ttl*e@ry: A AramewHwrk A* 
s p m ip tu iM  amd im terpersm m a# n da K om sh ips m  pgydw xsm . B e kavkw ur R e s e a rd i a n d  T h e ra p y , 4 6 (1 2 ), 1 2 3 5  
1 2 6 2 .
Chadwick, P.. Lees, & Birch w ood, ML (2 0 0 0 ). T he R evised Be&efs Ahmet Voices Q w esüoneaüe (BAVQ^R).
BriHsh Towmal o f  Psychùdry , 1 2 7 , 220^232.
Corrigan, P. W« C ifk r t ,  D., Rashid. F., L e » y , M., & O&eke. 1. (1 0 9 0 ) . Recovery a s  a  psyd*ok*gical co n stru c t. 
Comn*unity MemW H eakk  Tonm aL 35, 3 , 231 239
Fowie r,  D.. F reem an , Sm#&, Bv K oipers, E., Brddwrn^iML P. e t  a l. (2 0 0 6 ) T he B rW  C ere Schem a StW es 
(B C M ): psydiom etrM : p ro p e rtie s  and  assocW iom s w ith  pa rano ia  and  gram diosity m  noriTC*Wca* an d  
psychosis  sam ples  PsythW ogical Medicme* 36 , 7 4 0 -7 5 9 .
Fraley, K. C., W alter, N. C ,  & Breiwiam, K. G. (200u An tern  response  theory  a n a ly às  of s e*  repo rt 
m e a sm e so fa d o R a tta c tm * eo t.lo o ro a lo fP * rs  I ty  dSocia l Psychology, 7 6 ,3 5 6  365
Kroenke, K, Spitzer, R.L., & W iKam s,7.B . (2 6 w ij. in e  KHQ-9: VWidrtyof a  Brief D epression Severity  
M easure, loom a* o* Genera l  Interna* M W idne, 1 6 (9 ), 6 0 6 -6 1 3 .
R atdd f, K. (2010) Accrgitance o f experience and adap tation  to  andrhory haNuâoadîons. Unpuhhshed Doctoral 
Thesis, School o f %ychologdcal Science, La Trobe University
SpRaaer, R. I ., Kroenke, K , WBhams, J . B. W. A të* v e ,B . (%M*6). A W ief m earsm efor assesavqfgam era& sed 
anxiety r&sorder: The CAD7. Archives o f in ternal M edicine, 166, 1692^1697
Van LieshowL R. 1. & C oh& erg, 1 .0 .  (2007) Qoawtdying SelM teports o f AwdRmry Verbad Hallucinations in 
P ersons W iA Psychoaüs. C anadian Tournai of BdHMdooral science, 3 9 ,7 3  77
Foeved by Saw;oot"t Sofmare, :nc
Î; vav w anl to sust the stud), dick le ie . td te  y o j to the .nfosmàtor tv e e n .
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0  Thank you for offering to take part in our research study.
W e  apologise for any hconvenience kA, unfortunately, the study reqiûres people to be between
the ages o f 18 and 65 to have at least three months experience of hearing voices and to have 
heard a voke m  the last week. This is to hek) us compare a similar population sample. W e  also 
need participants to be Huent English speakers so they can answer all the questions accurately.
Interested in what our study is about?
The way people describe the experierKe of hearmg voices is often mixed: some people report 
finding their voices a source support and comtort, yet others fmd their voices very upsetting and 
distressing. Our study aims to take a closer look a t th is , and see whether we can find patterns that 
might explam these dMerent experiemia. There is some raearch to magt^t that the way 
someone sees the vmrW could also influence the way they make sense of thek vokes. Secondly, 
some of the questions look at different skills, which certain theapies aim to develop in people. The 
reaeanh project aims to look at whether those people that find their voic« easy to cope with are 
particulariy good at these skiHs, as ths wwiM prove a good argument for promotmg these 
therapies.
How are you feeling?
If you fyel dBtressed or discomfited by answering the previous questkms, you can contact your
Doctor.
Outside of working hours you can go to the nearest hospital's Accident and Emergency departm ent 
in your area. TeN a member staff how you w e  feeling and they ^ u k f  be able to put you m  touch 
with people that can hek*.
Please Mmi tmlow a hst of suMestad organisations who might be able to (Rovide y w  with support:
• NHS Direct M 4 5  46 47
This telephone line is mainel 24 hours a day by nurses. They can suggest what you can do 
next if you are feehng at risk. Thw organisation is only accessMe in the UK
•  Samaritans 08457 90 90 90
A 24 confkfential telephwie Bne to access emotional support. The number above is for support 
for those living in the UK. Please visit their website at htto://www.samaritans.oro to find out 
about 24 hour «notional siqvort telephone numbers in your coimtry.
• Hearing Voices Network (HVN) 
htto://www.he3rino-voices.oro
This organisation aims to pomote «id develop understanding of the voice hearing experience. 
Thek webske ako provides information on support groups across the UK.
•  Reth ink 
htto://www.n^ink.om
This organisation provides helpful irdbrmation and some practical suppwt to people who are 
experiencing severe mental health problems. Rethmk's advice and information line is 0845 456 
8455. It is open 10am - 1pm and experienced staff can provide intormatmn on a range of 
emotional, financial, and [tactical issues to people in the UK.
•  Intervoice 
httD://www.intervoiceonBnex)ra
Intervoice is an international organkation providkg intormation and suppwt to voice hearers. 
The website ala) contains Bnks to helpful websites in for national organisations for p«>ple who 
hear vwies in many différer* countries throughout the world.
I f  you know anyone who may be Interested In participating In our research, 
please suggest they visit our website:
http://www.fahs jRMTey.ac.uk/survev/volces
Powered h* Sawtooth Softorore. Inc_
If y«Mi want to e x *  the shidy diek  here. Ih it  wit! take you tc the info^mataon srreen.
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Thank you for your interest
Yoir response imlicatajl that you (hd not cBck the con%nt k x  to take part m
this study. If you («ed to ask us any questiorB, pleaæ contact la on e.darke@ajrrev.ac.uk or
a.holt@suiTBV.ac.uk. If you would like to try agam, please dick tlœ followmg Bnk:
htto://www.fahsBurTev.ac.uk/survev/voicœ
Pomered by Samtootb SoOwwe. Ine.
If you want to exit the study, dick here. This will take you to the mfwmabon screen.
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6.6. Appendix 6: List of International Mental Health Charities
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MENTAL HEALTH CHARITIES
INTERNATIONAL
Hearing Voices Network
International Society for Psychological and Social Approaches to Psychosis 
(ISPS)
Intervoice
UNITED KINGDOM
“Changes” Charity
A Time to Change
Mental Health Forum
Mental Health Foundation
MIND
National Paranoia Network
Rethink
SANE
U S A
Asylum Online
Daily Strength
Freedom Centre Holyoke USA
Icarus Project
International Bipolar Foundation
Mind Freedom
National Alliance on Mental Illness
Neuropathic Medical Research Clinic
Safe Harbour
Schizophrenia.com
Shineonline.com
Western Mass Recovery Learning Community
AUSTRALIA
Prahan Mission
CANADA
Schizophrenia Society of Canada - Alberta
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6.7. Appendix 7: Negative Schema and Beliefs about Voices as 
Single (Model 2) and Multiple (Model 3) Mediators of the 
Relationship between Attachment Style and Voice Distress
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Figure 7: Model 2 - Negative Schema and Beliefs about Voices 
Mediate the Relationship between Attachment Style and Voice 
Distress as Single Mediators
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Figure 8 : Model 3 - Negative Schema and Beliefs about Voices 
Mediate the Relationship between Attachment Style and Voice 
Distress as Multiple Mediators
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ASSIGNMENT; Qualitative Research Project
TITLE: Celebrities, Marriage and Infidelity: Perceptions of
Young Females
Year 1
DATE: June 2010
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ABSTRACT
Background: Celebrity culture continues to fascinate young females 
and in the recent media there has been a host of cases of celebrity 
infidelity.
Aims: The current research was aimed at exploring young females' 
perceptions of marriage and infidelity in celebrities and non­
celebrities; and whether celebrity culture impacted on young females’ 
perceptions of relationships.
Participants: Each of the five female researchers recruited a female 
participant from their social network, in their twenties or thirties.
Method: Semi-structured interviews were digitally recorded and
transcribed. Interpretative Phenomenological Analysis (IPA) was
utilised to make sense of the meaning participants’ made of 
marriage, infidelity and celebrity culture. There is an 
acknowledgement within I PA methodology that researchers bring 
their own interpretations and experiences to the work; a reflective 
section was incorporated to illuminate this.
Results: The findings demonstrated the emergence of three 
superordinate themes: ‘Movement of Marriage’, ‘Levels of Infidelity’ 
and ‘The Wider Impact of Celebrity’. This report focussed on the in- 
depth analysis of the theme ‘Levels of Infidelity’ as this was most
relevant to the research question. This theme included four
subordinate themes: ‘justification for infidelity’, ‘hierarchy of infidelity’, 
‘othering’ (describing people as ‘other’ to oneself) and the ‘role of 
technology’.
Discussion: The topic of infidelity may be fuelled with emotion for 
some clinicians, making it difficult to avoid making personal 
judgements of service users. Further clinical implications and 
recommendations for good and ethical practice are outlined.
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RESEARCH LOG
Research
Log Achieved
1
Formulating and testing hypotheses and research 
questions y
2
Carrying out a structured literature search using 
information technology and literature search tools y
3
Critically reviewing relevant literature and evaluating 
research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7
Considering issues related to ethical practice in research, 
including issues of diversity, and structuring plans 
accordingly y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15
Negotiating access to study participants in applied NHS 
settings X
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23
Transcribing and analysing interview data using qualitative 
methods y
24 Choosing appropriate qualitative analyses y
25
Interpreting results from quantitative and qualitative data 
analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29
Submitting research reports for publication in peer- 
reviewed journals or edited book y
30 Applying research findings to clinical practice y
344
Reproduced with permission of copyright owner. Further reproduction prohibited without permission.
